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Preface 


For  adolescents,  profound  biological,  emotional,  and  intellectual  changes  not  only  promote  growth  and 
development  but  also  increase  vulnerability  to  disease  and  injury  that  can  derail,  or  even  halt,  usual 
developmental  progress.  Public  health  systems  have  a  responsibility  to  see  that  young  people  have  access  to  the 
supports  they  need  to  become  healthy  and  productive  adults.  By  assuring  comprehensive,  interdisciplinary, 
culturally  competent  health  care  for  all  our  youth,  we  can  help  provide  them  with  the  strength  of  mind  and  body 
they  need  to  make  healthy  choices  and  to  participate  fully  in  today's  complex  and  challenging  world. 

The  hallmark  of  the  Maternal  and  Child  Health  Bureau  has  always  been  its  commitment  to  advancing  the  health 
of  mothers  and  children.  MCHB  has  demonstrated  both  leadership  in  and  dedication  to  adolescent  health  in 
compelling  ways: 

•  Pioneering  interdisciplinary  initiatives  for  excellence  in  training,  research,  and  demonstration  projects; 

•  Forming  partnerships  to  work  collaboratively  with  other  government  agencies,  private  sector 
organizations,  and  local  communities;  and 

•  Funding  special  initiatives  to  better  understand  and  serve  the  needs  of  all  adolescents,  including  those 
with  special  health  needs,  those  from  minority  groups,  those  who  are  pregnant  or  parenting,  those  who 
are  poor,  those  who  abuse  alcohol  and  other  drugs,  and  those  who  are  incarcerated. 

The  Adolescent  Health  Report,  ] 995-] 996  of  the  Maternal  and  Child  Health  Bureau,  Office  of  Adolescent 
Health,  is  a  unique  publication.  It  provides  a  comprehensive  record  of  MCHB's  sustained  commitment  to 
improving  the  health  and  well-being  of  adolescents  by  disseminating  timely  information  on  state-of-the-art 
research,  training,  and  demonstration  programs  in  adolescent  health.  In  addition  to  abstracts  of  adolescent  health 
and  related  grants  supported  by  MCHB  during  fiscal  years  1995-96,  this  compendium  presents  a  listing  of 
documents,  book  chapters,  and  journal  articles  produced  by  MCHB  adolescent  health  grantees  and  State  MCH 
programs  since  1990,  including  fully  annotated  descriptions  of  most  publications. 

As  our  Nation  strives  to  make  the  Healthy  People  2000  objectives  a  reality  for  all  our  families,  MCHB  pledges 
to  continue  its  leading  role  in  adolescent  health.  Having  recently  been  designated  by  the  Health  Resources  and 
Services  Administration  (HRSA)  to  administer  the  new  Office  of  Adolescent  Health,  authorized  by  Congress  in 
1995,  MCHB  will  not  only  continue  but  augment  its  leadership  role  and  its  commitment  to  meeting  the  health 
needs  of  our  youth. 


Audrey  H.  Nora,  M.D.,  M.P.H. 

Assistant  Surgeon  General 

Director 

Maternal  and  Child  Health  Bureau 


Juanita  C.  Evans,  L.C.S.W. 
Chief,  Office  of  Adolescent  Health 
Maternal  and  Child  Health  Bureau 
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Introduction 


In  1995,  the  Maternal  and  Child  Health  Bureau  (MCHB)  celebrated  60  years  of  leadership  in  both  the  public  and 
private  sector  for  building  health  systems  that  assure  health  services  for  all  of  the  Nation's  families. 

As  part  of  the  Health  Resources  and  Services  Administration  (HRSA),  Public  Health  Service,  U.S.  Department 
of  Health  and  Human  Services,  MCHB  supports  States  and  communities  in  their  efforts  to  plan,  organize,  and 
deliver  primary  and  preventive  health  care  to  all  pregnant  women,  mothers,  children,  adolescents,  and  families, 
including  children  and  adolescents  with  special  health  needs.  An  important  part  of  this  function  is  to  address 
special  health  challenges  that  are  often  faced  by  the  poor,  minorities,  and  other  at-risk  groups. 

Adolescents  are  a  primary  focus  of  MCHB.  To  assist  HRSA  in  fulfilling  its  mission  of  assuring  services  to  those 
who  are  particularly  vulnerable  because  of  income  level,  geographic  location,  age,  sex,  disabling  condition,  or 
race,  and  to  those  who  demonstrate  extraordinary  clinical  need,  MCHB  promotes  the  provision  of  specialized 
services  designed  to  meet  the  assessed  needs  of  target  populations.  MCHB  recognizes  the  needs  of  adolescents 
for  specialized  services,  improved  health  care,  and  preventive  interventions  that  will  protect  their  health  now  and 
prepare  them  to  become  healthy,  productive  adults. 

MCHB  Leadership  in  Adolescent  Health 

For  the  past  30  years,  MCHB  has  been  a  leader  in  recognizing  and  addressing  the  unique  health  needs  of 
adolescents.  In  the  early  1960s,  prompted  by  growing  concerns  about  the  health,  educational,  and  social  risks  of 
adolescent  childbearing,  MCHB  devoted  increasing  resources  to  address  critical  issues  in  adolescent  health.  In 
1965,  the  Bureau  funded  the  first  of  what  was  to  become  an  annual  seminar  to  train  providers  to  care  for 
adolescents.  The  Society  for  Adolescent  Medicine  (SAM)  took  root  at  those  early  meetings.  During  this  period, 
MCHB  invested  in  graduate  education  in  adolescent  health  and  funded  two  training  programs  in  adolescent 
medicine,  one  at  Boston  Children's  Hospital  and  the  other  at  Children's  Hospital  in  the  District  of  Columbia. 
Since  that  time,  MCHB  has  expanded  training,  research,  and  demonstration  projects  to  address  a  broader  range 
of  issues  related  to  the  health  of  adolescents  and  to  develop  a  cadre  of  expert  leaders  in  policy,  programs,  and 
education  in  adolescent  health. 

The  MCHB  publication  Adolescent  Health  in  the  1970s  called  for  expanded  prevention  efforts  which  cut  across 
health,  education  and  social  service  programs  to  address  adolescent  health  problems  that  were  more  behaviorally 
than  biomedically  rooted  and  that  were  appearing  at  increasingly  younger  ages. 

As  knowledge  of  the  broad  range  of  adolescent  health  issues  has  increased,  MCHB  has  led  Federal  efforts  to 
educate  experts  in  adolescent  health  across  multiple  disciplines.  With  an  evolving  philosophy  of  the  need  for  a 
comprehensive  approach  to  training,  services,  and  research,  MCHB  moved  from  funding  adolescent  medicine 
training  to  establishing  the  first  interdisciplinary  adolescent  health  training  programs  in  the  United  States  in 
1977.  Over  the  past  20  years,  with  MCHB's  investment  in  leadership  training,  significant  contributions  have 
been  made  to  the  field  of  adolescent  health  and  to  our  understanding  of  the  complex  needs  of  our  country's 
youth. 

In  1986,  MCHB  sponsored  the  national  invitational  conference.  Health  Futures  of  Adolescents.  Experts  from 
many  disciplines  discussed  and  developed  policy  recommendations  to  guide  the  next  decade  of  adolescent  health 
care,  training,  and  research.  These  recommendations  have  served  as  a  foundation  for  MCHB  and  other  Federal, 
State,  and  local  agencies  as  they  set  program  and  policy  priorities  to  ensure  the  health  of  the  nation's  youth. 
Investigators  from  both  biological  and  behavioral  disciplines  joined  together  to  generate  a  new  body  of  research 
that  considered  adolescent  health  and  development  comprehensively  from  both  biomedical  and  behavioral 
perspectives. 
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Through  the  Maternal  and  Child  Health  Services  Block  Grant  and  special  projects  of  regional  and  national 
significance  (SPRANS)  funding,  adolescent  health  care  is  expanding  in  each  State.  Presently,  41  States  and  the 
District  of  Columbia  have  adolescent  health  coordinators/directors.  Adolescent  health  coordinators  guide  the 
implementation  of  innovative  programs  and  help  build  State  and  local  coalitions  to  address  such  problems  as 
adolescent  pregnancy  and  violence  and  injury  prevention.  They  work  to  improve  health  care  access  for 
adolescents  by  developing  such  programs  as  school-linked  and  school-based  health  centers.  They  conduct  needs 
assessments,  and  contribute  to  establishing  statewide  systems  of  care  to  improve  adolescent  health. 

Targeted  efforts  to  address  such  issues  as  adolescent  pregnancy,  substance  abuse,  and  injury  and  violence 
prevention  exist  in  several  Federal  agencies.  In  addition  to  working  collaboratively  with  these  agencies  to 
enhance  specific  risk  reduction  and  improve  health  outcomes,  MCHB  remains  the  primary  locus  of  Federal 
initiatives  for  building  expertise  and  disseminating  knowledge  concerning  adolescent  health  and  development 
and  supporting  the  development  of  systems  of  comprehensive  care  for  youth  throughout  the  country. 

Office  of  Adolescent  Health 

In  response  to  recommendations  from  several  expert  panels  and  seminal  documents  over  the  past  decade,  the 
U.S.  Congress  authorized  the  establishment  of  a  Federal-level  Office  of  Adolescent  Health  in  1993.  Congress 
directed  the  Public  Health  Service,  HRSA,  to  establish  an  Office  of  Adolescent  Health  to  study  the  special  needs 
of  adolescents,  including  those  in  poverty,  in  rural  areas,  and  from  ethnic  and  racial  minority  groups.  MCHB  has 
been  designated  by  HRSA  to  administer  the  Office  of  Adolescent  Health  (the  Office). 

Policymakers  and  the  public  have  long  struggled  with  the  establishment  of  appropriate  health-related  policies 
and  programs  for  adolescents.  The  role  of  the  Office  is  to  improve  the  health  status  of  adolescents  through 
information  dissemination,  research  and  policy  synthesis,  and  program  development  that  will  advance  health 
promotion  and  disease  prevention  and  assure  high-quality  health  care  for  all  adolescents. 

The  Office  will  assist  public  health  agencies  and  practitioners  with  fulfilling  the  core  public  health  functions  of 
assessment,  policy  development,  and  assurance  as  they  relate  to  adolescents  by  making  available  data  and 
research  findings,  encouraging  the  establishment  of  partnerships  (especially  between  public  and  private  entities), 
promoting  outcome  measures  and  care  standards,  and  supporting  evaluation  efforts.  The  Office  will  use  the 
existing  work  of  expert  panels,  consensus  meetings,  and  research,  as  well  as  guiding  frameworks  such  as  the 
Healthy  People  2000  objectives:  Bright  Futures:  Guidelines  for  Health  Supervision  of  Infants.  Children,  and 
Adolescents;  and  Guidelines  for  Adolescent  Preventive  Senices  (GAPS)  as  the  basis  for  information 
development  and  dissemination,  training,  and  program  and  policy  development. 

As  part  of  its  mandate  to  educate  and  involve  a  broad  constituency,  the  Office  is  currently  working  with  four 
national  professional  membership  organizations:  The  American  Bar  Association,  Center  for  Children  and  the 
Law;  the  American  Medical  Association,  Department  of  Adolescent  Health;  the  American  Psychological 
Association;  and  the  National  Association  of  Social  Workers.  Through  special  projects,  these  organizations  and 
others  will  assist  the  Office  in  planning  and  carrying  out  activities  to  meet  its  goals. 

The  Office  is  also  collaborating  with  other  Federal  agencies  and  with  the  private  sector  to  maximize  the  use  of 
available  resources  in  accomplishing  the  goals  of  preventing  adolescent  morbidity  and  mortality  and  assuring 
healthy  transitions  from  childhood  to  adulthood. 

Title  V  of  the  Social  Security  Act  (The  Maternal  and  Child  Health  Block  Grant) 

Title  V  is  the  basic  authorizing  legislation  for  the  maternal  and  child  health  program.  The  single  appropriation 
for  this  program  is  divided  into  three  major  components.  Of  the  total  appropriation  in  excess  of  $600  million, 
12.75  percent  is  set  aside  to  support  the  Federal  discretionary  grant  program.  Community  Integrated  Service 
Systems  (CISS).  Of  the  balance,  85  percent  is  allocated,  on  a  formula  basis,  to  support  the  MCH  block  grants  to 
States.  The  remaining  15  percent  is  set  aside  for  special  projects  of  regional  and  national  significance 
(SPRANS)  discretionary  grants. 
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Maternal  and  Child  Health  Block  Grant  to  the  States 

MCHB  builds  capacity  for  improving  health  care  services  for  adolescents  through  administration  of  the  MCH 
Services  Block  Grant.  By  providing  leadership  and  ongoing  support  for  State  initiatives,  such  as  State 
Adolescent  Health  Coordinators,  MCHB  strengthens  State  and  local  public  health  leadership  in  adolescent 
health. 


Special  Projects  of  Regional  and  National  Significance 

Projects  funded  as  SPRANS  are  categorized  according  to  the  following  types:  Demonstration  projects,  or 
maternal  and  child  health  improvement  projects  (MCHIPs),  which  cover  a  wide  range  of  topics  and  seek  to  find 
innovative  solutions  to  MCH  challenges;  research;  training;  hemophilia;  and  genetics.  Many  of  the  SPRANS 
projects  in  each  of  these  categories  focus  on  improving  the  health  of  adolescents,  and  are  included  in  the  projects 
section  of  this  report. 

Healthy  Tomorrows  Partnership  for  Children  Program 

One  of  the  categories  of  grants  funded  as  special  projects  of  regional  and  national  significance  is  the  Healthy 
Tomorrows  Partnership  for  Children  Program  (HTPCP).  In  1989,  MCHB  and  the  American  Academy  of 
Pediatrics  began  this  program  in  order  to  support  special  projects  that  demonstrate  how  States,  local  agencies, 
organizations,  and  communities  can  work  together  to  improve  the  health  status  of  mothers,  children,  and 
adolescents.  These  projects  build  upon  community-based  approaches  that  have  successfully  demonstrated  the 
willingness  and  capacity  to  establish  innovative  and  targeted  health  initiatives  for  children  and  adolescents  and 
their  families.  They  also  enhance  the  capability  of  communities  to  build  effective  public-private  preventive 
health  strategies.  Of  the  54  HTPCP  projects  funded  in  FY  1996,  14  focus  on  improving  the  health  status  of 
adolescents,  and  are  included  in  this  report. 

Community  Integrated  Service  Systems 

Community  Integrated  Service  Systems,  authorized  by  the  Omnibus  Budget  Reconciliation  Act  of  1989  as  a 
separate  set-aside  program  of  the  MCH  Services  Block  Grant,  seeks  to  reduce  infant  mortality  and  improve  the 
health  of  mothers  and  children,  including  those  living  in  rural  areas  and  those  having  special  health  needs,  and  to 
complement  State  systems-building  efforts  by  making  available,  to  any  public  or  private  entity,  direct  support  for 
community-level  systems  building.  CISS  projects  address  community-identified  health  problems;  many  of  these 
projects,  described  in  this  report,  work  to  address  the  health  needs  of  adolescents. 

Bright  Futures:  Guidelines  for  Health  Supervision  of  Infants,  Children,  and  Adolescents 

The  Bright  Futures  project  was  initiated  in  1990  to  help  health  professionals,  families,  and  others  who  care  for 
children  become  more  effective  in  promoting  health  and  preventing  disease.  Sponsored  by  MCHB  and  the 
Medicaid  Bureau  of  the  Health  Care  Financing  Administration,  the  Bright  Futures  guidelines  were  developed  by 
multidisciplinary  teams  of  health  experts  from  around  the  country.  Bright  Futures  views  health 
comprehensively,  taking  into  account  physical  and  mental  well-being,  cognitive  development,  and  social 
efficacy.  It  recognizes  the  contextual  forces  affecting  the  child,  including  family  and  cultural  variables  as  well  as 
education  and  economic  factors,  and  integrates  health  services  with  education,  community  resources,  and  human 
services. 

The  adolescence  section  of  Bright  Futures  is  organized  into  early,  middle  and  late  developmental  stages  and 
describes  appropriate  screening  and  interventions  for  each  stage.  Bright  Futures  can  be  used  to  enhance  health 
supervision  for  adolescents  in  a  variety  of  public  and  private  settings;  to  train  health  professionals  and  students 
who  work  with  adolescents;  to  develop  community /school  health  education  programs;  and  to  implement  new 
National,  State,  and  local  health  policies. 
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Professional  partnerships  in  Bright  Futures  have  led  to  the  development  of  the  Bright  Futures  in  Practice  series, 
which  includes  oral  health,  with  nutrition  and  mental  health  in  process. 

Two  organizations — Family  Voices  and  the  National  Parent  Network  on  Disabilities — are  sharing  the  lead  on  the 
development  of  Bright  Futures  for  Families,  materials  developed  by  families  for  families.  Topics  of  interest  to 
adolescents  and  families  of  adolescents  will  be  included. 


Other  Programs  Administered  by  MCHB 

Several  other  programs  administered  by  MCHB,  but  not  part  of  Title  V,  contribute  to  improving  the  health  of 
adolescents,  and  projects  funded  through  these  programs  are  also  included  in  this  report: 

The  Healthy  Start  Initiative,  through  its  mission  to  reduce  the  infant  mortality  rate  in  areas  of  the 
country  where  it  is  much  higher  than  the  national  rate,  works  with  vulnerable  mothers,  many  of  whom 
are  adolescents. 

Title  IV  of  the  Ryan  White  Comprehensive  AIDS  Resources  Emergency  (CARE)  Act  funds  several 
projects  that  provide  care  and  prevention  services  for  adolescents  with,  or  at  risk  for,  HIV  infection. 

The  Emergency  Medical  Services  for  Children  (EMSC)  program  expands  and  improves  statewide 
systems  of  emergency  medical  services  to  address  the  needs  of  acutely  ill  and  seriously  injured  children 
and  adolescents.  Also  through  EMSC,  special  projects  prepare  providers  for  expanded  roles  (e.g., 
community  emergency  personnel  involved  in  injury  prevention  and  school  nurses  delivering  first 
response  emergency  care). 

Healthy  People  2000 

Healthy  People  2000  is  a  national  program  to  improve  the  health  of  all  Americans  through  an  organized, 
comprehensive  focus  on  prevention.  Healthy  People  2000.  the  guiding  document  for  this  effort,  contains  a  set  of 
22  priority  areas  including  3CX)  objectives  to  be  met  by  the  year  2000. 

Healthy  People  2000  objectives  related  to  adolescent  health  (see  appendix)  are  found  in  almost  all  of  the  22 
priority  areas: 

1 .  Physical  Activity  and  Fitness 

2.  Nutrition 

3.  Tobacco 

4.  Substance  Abuse:  Alcohol  and  Other  Drugs 

5.  Family  Planning 

6.  Mental  Health  and  Mental  Disorders 

7.  Violent  and  Abusive  Behavior 

8.  Educational  and  Community-Based  Programs 

9.  Unintentional  Injuries 

10.  Occupational  Safety  and  Health 

11.  Environmental  Health 

12.  Food  and  Drug  Safety 

13.  Oral  Health 

14.  Maternal  and  Infant  Health 

15.  Heart  Disease  and  Stroke 

16.  Cancer 

17.  Diabetes  and  Chronic  Disabling  Conditions 

18.  HIV  Infection 

19.  Sexually  Transmitted  Diseases 

20.  Immunization  and  Infectious  Diseases 

21.  Clinical  Preventive  Services 

22.  Surveillance  and  Data  Systems 
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MCHB,  as  the  principal  Federal  agency  with  responsibility  for  maternal,  child,  and  adolescent  health,  is  in  a 
unique  position  to  lead  Federal  efforts  to  achieve  several  Healthy  People  2000  objectives  related  to  the  health  of 
adolescents.  With  its  special  relationship  to  States,  MCHB,  as  administrator  of  the  Maternal  and  Child  Health 
Block  Grant,  helps  States  target  their  services  toward  meeting  the  national  health  objectives.  The  ongoing 
Federal-State  interaction  helps  to  identify  gaps  in  service  and  barriers  to  program  and  policy  implementation,  as 
well  as  successful  interventions  and  strategies. 

Examples  of  MCHB-funded  efforts  that  support  the  achievement  of  Healthy  People  2000  objectives  related  to 
adolescents  include: 

•  Interdisciplinary  leadership  training  in  adolescent  health  through  support  of  university-based 
programs  that  offer  fellowships,  support  research,  and  provide  technical  assistance  and  training  on 
a  national,  State,  and  local  level. 

•  Support  for  the  development,  implementation,  dissemination,  and  evaluation  of  Bright  Futures: 
Guidelines  for  Health  Supervision  of  Infants,  Children,  and  Adolescents,  in  collaboration  with  the 
Medicaid  Bureau. 

•  Improvement  of  data  collection  and  analysis,  surveillance,  and  monitoring,  especially  at  local  and 
State  levels,  through  support  of  National  Resource  Centers  to  provide  specialized  technical 
assistance  to  local  and  State  organizations  on  performing  adolescent  heath  assessments  and 
collecting  adolescent  health  data. 

•  Support  for  demonstration  projects  and  publications  to  improve  care  for  vulnerable  populations, 
especially  for  minority  youth  and  incarcerated  youth. 

•  Improved  ability  of  communities  to  prevent  adolescent  interpersonal  violence  and  to  reduce  the 
incidence  of  adolescent  suicide  through  support  of  such  resources  as  the  Children's  Safety 
Network,  in  order  to  provide  technical  assistance  and  training,  and  through  demonstration 
programs  that  can  be  adapted  and  replicated  in  other  communities. 

•  Technical  assistance  to  States  and  communities  on  preventing  unintentional  injury  to  adolescents 
and  promoting  policy  development  that  leads  to  a  reduction  in  unintentional  injuries  to 
adolescents,  through  the  Children's  Safety  Network,  Emergency  Medical  Services  for  Children 
program,  and  other  projects. 

The  MCHB  National  Adolescent  Health  Work  Group  and  the  MCHB  Adolescent  Health  Steering 
Committee 

The  health  of  our  Nation's  youth  is  affected  by  decisions  made  at  many  different  levels  and  types  of  public  and 
private  institutions.  Coordination  of  national.  State,  and  local  policy  and  program  development  in  adolescent 
health  requires  information,  debate,  and  the  best  thinking  from  a  broad  range  of  experts  from  many  fields.  To 
accomplish  this,  MCHB  sponsors  both  the  National  Adolescent  Health  Work  Group  and  the  Adolescent  Health 
Steering  Committee.  The  Work  Group,  composed  of  adolescent  health  experts  throughout  the  country,  meets 
periodically  to  address  critical  and  emerging  issues  in  adolescent  health  from  the  perspective  of  many 
disciplines,  including  public  and  personal  health,  law,  social  work,  and  education.  The  Steering  Committee, 
composed  of  representatives  from  each  of  the  divisions  and  program  and  administrative  offices  within  MCHB, 
meets  quarterly  to  coordinate  MCHB  activities  related  to  adolescent  health  and  to  recommend  resources  for 
adolescent  health.  (See  appendix  for  lists.) 

Organization  of  the  Adolescent  Health  Report 

This  report  features  abstracts  of  projects  funded  by  MCHB  during  fiscal  years  1995  and  1996  that  address  the 
health  and  developmental  needs  of  adolescents.  Projects  are  included  from  all  of  the  divisions  and  special 
programs  within  MCHB  and  are  organized  into  chapters  according  to  the  primary  content  or  function  of  the 
project.  For  example,  genetics  and  hemophilia  projects  that  focus  on  adolescents  are  included  in  the  chapter 
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Adolescents  with  Special  Health  Needs.  Healthy  Tomorrows  projects  may  be  found  in  chapters  on  Adolescent 
Pregnancy  and  on  Programs  to  Improve  Access  to  Primary  and  Preventive  Care.  The  majority  of  trainmg 
projects  are  included  in  the  chapter  on  adolescent  health  training,  with  the  exception  of  those  focusing  on 
particular  content  such  as  violence  prevention  or  incarcerated  youth.  Research  projects,  regardless  of  their 
content,  are  included  in  the  research  chapter. 

Within  each  chapter,  projects  are  listed  alphabetically  by  the  State  in  which  they  are  located. 

For  selected  Healthy  Start  projects,  special  activities  relating  to  adolescent  pregnancy  care  and  prevention  have 
been  highlighted,  along  with  contact  information  for  each  project. 

In  addition  to  abstracts  of  funded  projects,  this  report  highlights  publications  on  adolescent  health  produced 
between  1990  and  1996  by  MCHB-funded  projects  and  by  State  agencies  funded  through  the  MCH  Block  Grant. 
These  documents  are  organized  by  the  topic  areas  listed  in  the  Table  of  Contents.  Following  this  section  is  an 
alphabetical  listing  by  author  of  journal  articles  and  book  chapters  on  adolescent  health  issues  developed  by 
faculty  and  staff  of  MCHB-funded  projects,  primarily  the  Interdisciplinary  Adolescent  Health  Training 
Programs. 

The  indexes  include  projects  listed  by  Public  Health  Service  geographical  region  and  State,  by  project  title,  and 
by  subject  matter  and  key  words. 

Appendixes  list  MCHB  National  Adolescent  Health  Work  Group  members,  the  MCHB  Adolescent  Health 
Steering  Committee  members,  the  State  adolescent  health  coordinators/directors  and  contacts,  and  selected 
Healthy  People  2000  objectives  related  to  adolescent  health. 
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Projects  Funded  by  the 
Maternal  and  Child  Health  Bureau 


National  Resource,  Program,  and  Policy  Initiatives 


National  resource,  program,  and  policy  initiatives  provide  training  and  technical  assistance,  information 
dissemination,  policy  analysis  and  recommendations,  and  program  development  and  evaluation  expertise  to  a 
broad  audience  interested  in  the  health  of  adolescents.  These  projects  support  experienced  health  faculty  and 
practitioners  with  skills  and  knowledge  in  such  areas  as  community  assessment  and  health  services  delivery, 
health  care  financing,  data  collection  and  analysis,  adolescent  health  and  development,  and  cultural  competence. 

These  projects  have  a  special  responsibility  to  assist  States  and  communities  in  carrying  out  core  public  health 
functions  including  needs  assessment;  program  planning  and  development;  service  delivery,  coordination,  and 
financing;  standard  setting  and  monitoring;  public  and  professional  education;  and  reporting.  Training  and 
information  dissemination  are  accomplished  through  published  materials,  training  workshops,  and  consultation 
and  technical  assistance  for  agencies  and  individuals. 


Building  Systems  Capacity  for  State  and  Local 

MCHIP 

Quantitative  Needs  Assessment  in  Maternal, 

MCU-06D501 

Child,  and  Adolescent  Health  in  a  Managed 

10/01/94-09/30/97 

Care  Environment 

Project  Director(s): 

University  of  California  at  San  Francisco 

Geraldine  Oliva,  M.D.,  M.P.H. 

Family  Health  Outcomes  Project 

1388  Sutter  Street,  Suite  715 

San  Francisco,  CA  94109 

(415)476-5283 

(415)  502-0848  fax 

PROBLEM:  The  1989  Omnibus  Budget  Reconciliation  Act  requires  all  States  receiving  Title  V  Block  Grant 
funds  to  submit  a  formal  needs  assessment  and  plan  containing  data  on  28  health  outcome  indicators  included  in 
the  Healthy  People  2000  objectives  for  the  Nation.  State  and  local  health  jurisdictions  are  facing  a  challenging 
task  in  defining  and  collecting  the  data  required  in  an  environment  in  which  changing  demographics  and 
increasingly  complex  health  problems  dictate  the  need  for  more  detailed  data  from  multiple  agencies  Involved  in 
the  care  of  high-risk  populations. 

Decreasing  financial  resources  and  the  implementation  of  managed  care  programs  under  various  health  care 
reform  initiatives  further  tax  an  already  overburdened  system  while  presenting  even  more  pressing  needs  for  data 
collection  to  monitor  the  impact  of  these  changes.  Emerging  needs  include:  The  need  for  a  core  set  of 
specifically  defined  health  status/outcome  indicators  that  are  relevant  to  special  populations  and  can  act  as 
performance  measures  for  managed  care;  statistically  sound  models  for  determining  rates  for  these  indicators, 
especially  in  small  areas  and  subpopulations;  usable  data  collection  and  analysis  strategies  for  States  and  local 
health  agencies;  enhancement  of  skills  in  quantitative  needs  assessment  at  State  and  local  levels;  and  the  need  to 
ensure  public  health  input  into  the  formulation  of  monitoring  and  evaluation  strategies  under  health  care  reform. 

GOALS  AND  OBJECTIVES:  The  outcome  goal  of  this  project  is  to  develop  maternal,  child,  and  adolescent 
health  (MCAH)  data  analysis  system  capacity  to  enable  rational  planning,  program  development,  and  managed 
care  monitoring  and  evaluation  at  both  State  and  local  levels. 

Following  are  the  process  goals: 

Goal  1 :     Develop  and  promulgate  analytic  models  and/or  instruments  that  improve  State  and  local  capacity  to 
collect,  analyze,  and  use  data. 

Objectives: 

a.  Develop  a  list  of  prioritized,  precisely  defined  health  outcome  indicators  to  be  recommended  for 
use  in  conducting  needs  assessments  and  monitoring  and  evaluating  managed  care; 

b.  Develop  a  set  of  recommendations  and  a  prototype  system  for  determining  population-based  rates 
for  both  small  and  large  geographic  areas  and  for  subpopulations; 

c.  Evaluate  the  utility  of  a  data  base  that  includes  census  data,  linked  birth/death  cohort  data,  and 
hospital  discharge  data  at  the  zip  code  or  census  tract  level; 

d.  Develop  the  methodology  for  analysis  of  two  data  sets  that  contain  the  data  necessary  to  determine 
rates  of  prioritized  health  outcomes  and  managed  care  performance  measures; 

e.  Develop  at  least  two  computer  software  programs  for  analysis  of  categorical  MCAH  program  data 
for  use  in  performing  needs  assessment  and  evaluating  managed  care  performance  measures 
usable  at  the  local  level;  and 

f.  Develop  at  least  two  data  collection  and/or  analysis  strategies  and  methodologies  for  measuring 
health  outcome  indicators  in  small  or  sparsely  populated  areas  and  in  situations  where  data  is 
currently  unavailable. 
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Goal  2:     Develop  and  enhance  State  and  local  MCAH  staff  skills  In  data  collection,  analysis,  and  use  through 
nondegree  training. 

Objectives: 

a.  Disseminate  materials,  guidelines,  and  methodologies  for  needs  assessment  developed  by  the 
Family  Health  Outcomes  Project,  and  additional  project  materials,  as  developed,  to  State  and 
Federal  staff  in  Regions  IX  and  X; 

b.  Develop  a  resource  manual  to  assist  in  building  systems  capacity  at  the  local  level  in  quantitative 
needs  assessment  methodologies  and  models; 

c.  Provide  training  opportunities  to  State-level  MCAH  program  staff  in  Regions  IX  and  X 
concerning  effective  approaches  for  teaching  quantitative  needs  assessment  techniques  to  local 
MCAH  program  managers;  and 

d.  Provide  additional  training  opportunities  for  State  staff. 

METHODOLOGY:  The  following  methodologies  will  be  used  to  achieve  the  project  goals  and  objectives: 

1 .  An  expert  group  to  prioritize  and  precisely  define  health  outcome  indicators/managed  care  performance 
measures; 

2.  Extensive  literature  search  and  consultation  with  other  researchers  on  approaches  to  small  area  analysis  that 
would  be  relevant  to  local  health  jurisdictions; 

3.  Statistical  modeling  of  approaches  to  calculating  rates  in  between  census  years  in  sparsely  populated  areas 
or  subpopulations; 

4.  Documentation  of  programming  techniques  used  to  construct  a  data  base  combining  census,  birth/death 
cohort  files,  and  hospital  discharge  data; 

5.  Development  and  documentation  of  analytical  approaches  to  the  calculation  of  indicators  from  two 
statewide  child  and  adolescent  health  data  bases; 

6.  Development  of  two  software  packages  using  Epi  Info  6,  in  order  to  generate  reports  on  indicators  and 
perform  simple  analyses  that  can  be  used  by  local  MCAH  program  managers; 

7.  Development  of  training  modules  and  a  manual  for  use  in  training  staff  in  Regions  IX  and  X  and  in 
disseminating  the  materials;  and 

8.  Wide  dissemination  of  materials  through  mailings,  presentations  at  national  conferences,  and  publication  of 
methodologies  and  analyses. 

This  project  will  initiate  a  working  partnership  between  two  University  of  California  campuses  (San  Francisco 
and  Berkeley)  involved  in  doing  research  and  training  in  maternal,  child,  and  adolescent  health.  In  addition,  the 
participation  of  both  the  Department  of  Family  and  Community  Medicine  and  the  Institute  for  Health  Policy 
Studies  at  the  University  of  California  at  San  Francisco — which  have  had  only  peripheral  relationships  with  the 
School  of  Public  Health  in  MCH  efforts — will  add  tremendous  resources.  Incorporating  input  from  other 
university-based  experts,  State  and  local  program  staff,  children's  advocacy  groups,  and  managed  care 
organizations  will  further  enhance  the  project's  ability  to  develop  methodologies  that  are  academically  sound 
and  can  be  tailored  to  the  needs  of  MCAH  program  staff. 

In  addition,  project  staff  will  participate  in  the  Advisory  Committee  convened  by  the  Federal  Maternal  and  Child 
Health  Bureau.  Through  this  process,  we  will  provide  input  from  our  Western  Regional  Advisory  Committee  in 
the  selection  of  priority  subject  areas  for  training  and  for  model  and/or  issue  paper  development,  and  in  the 
coordination  of  efforts  to  implement  these  efforts  nationally. 

E"VALUATION:  The  project  will  undertake  the  following  evaluation  activities:  (1)  Written  and  telephone 
surveys  of  State  and  local  MCAH  program  staff  to  assess  the  extent  to  which  they  are  using  the  data  bases  and 
analytical  approaches  developed  by  the  project;  (2)  review  of  Title  V  Slate  applications  in  Regions  IX  and  X  to 
assess  the  project's  impact  on  improvement  of  the  needs  assessment  section;  (3)  review  of  analytical  approaches 
and  statistical  models  by  expert  consultants  and  peer  review  journals;  (4)  pretest  and  posttest  evaluation  of  all 
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trainings;  (5)  records  of  attendance  at  advisory  committee  meetings  and  trainings,  in  order  to  assess  the  degree  of 
target  audience  participation  in  project  activities;  and  (6)  records  of  requests  for  information  and  consultation  by 
State  and  local  MCAH  program  staff. 

EXPERIENCE  TO  DATE:  The  University  of  California  at  San  Francisco  Family  Health  Outcomes  Project  has 
accomplished  the  following  activities  to  date:  (1)  Developing  a  set  of  precisely  defined  perinatal  health 
indicators,  core  reports,  and  small  area  analyses;  (2)  jointly  developing  a  software  package  of  Epi  Info  6  and 
EpiMap  for  performing  these  analyses  and  generating  reports  and  maps;  (3)  developing  curriculum  and 
delivering  three  highly  praised  regional  trainings  for  local  MCAH  program  and  data  staff  on  conducting 
statistical  analysis,  using  EpiMCH,  generating  graphics,  and  selecting  indicators;  (4)  providing  onsite  technical 
assistance  to  over  20  local  health  jurisdictions  in  California  in  conducting  needs  assessments  and  using  available 
software;  and  (5)  producing  literature  reviews  and  issue  papers  on  key  areas  such  as  Latino  and  Asian  health 
outcomes,  policies  on  data  and  race/ethnicity,  selection  of  a  unique  patient  identifier,  and  selection  and  definition 
of  core  data  elements. 

The  University  of  California  at  Berkeley  School  of  Public  Health  MCH  Program  has  been  involved  in  the 
following  activities:  (1)  Conducting  a  Title  V-funded  master's  and  doctoral  training  program,  (2)  developing  a 
successful  course  in  community  needs  assessment,  (3)  participating  in  the  trainings  conducted  by  the  project,  (4) 
conducting  interview  and  focus  group  research  on  health  needs  and  health  outcomes  for  pregnant  Latina  women, 
(5)  constructing  and  maintaining  a  large  perinatal  data  base,  and  (6)  producing  numerous  publications  on  the 
program's  analytical  work. 


National  Adolescent  Health  Inforuiation  Center 

MCHIP 

University  of  California  at  San  Francisco 

MCJ-063A80 

Division  of  Adolescent  Medicine 

10/01/93-9/30/98 

400  Parnassus  Avenue,  Room  AC-01 

Project  Dlrector(s): 

Box  0374 

Charles  E.  Irwin,  Jr.,  M.D. 

San  Francisco,  CA  94143-0374 

(415)476-2184 

(415)  476-6106  fax 

PROBLEM:  The  field  of  maternal  and  child  health  has  continued  to  undergo  major  changes  over  the  past  two 
decades.  These  changes  have  included  the  establishment  of  Block  Grants,  the  Omnibus  Budget  Reconciliation 
Act  (OBRA)  legislation  of  1986  and  1989,  the  emergence  of  health  care  reform,  the  increased  focus  on 
populations  with  special  health  needs  who  now  survive  into  adolescence,  and  the  establishment  of  the  Healthy 
People  2000  objectives  focusing  on  mothers,  infants,  children,  and  adolescents.  The  Maternal  and  Child  Health 
Bureau  (MCHB)  has  emerged  as  the  central  agency  for  adolescent  health  information  through  its  training 
program,  technical  assistance,  and  support  for  population-specific  policy  centers.  However,  its  comprehensive 
ability  to  integrate  research,  policy  and  policy  implementation  analyses,  and  service  delivery  development  has 
been  severely  strained  by  the  knowledge  explosion  in  adolescent  health,  the  accelerated  and  changing  needs  of 
adolescents,  and  the  history  of  fragmented  approaches  to  adolescents.  The  need  to  develop  focused  activity  on 
integration,  synthesis,  coordination,  and  dissemination  has  been  highlighted  by  numerous  reports,  commissions, 
and  task  groups. 

GOALS  AND  OBJECTIVES:  The  Division  of  Adolescent  Medicine  and  the  Institute  for  Health  Policy  Studies 
at  the  University  of  California,  San  Francisco  (UCSF),  have  established  a  National  Adolescent  Health 
Information  Center  relating  to  adolescent  policy  and  program  development.  The  overall  goal  of  the  Center  is  to 
assist  MCHB  in  the  further  development,  aggregation,  analysis,  and  dissemination  of  adolescent  health 
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information.  This  effort  will  include  promoting  linkages  among  key  sectors  by  addressing  barriers  to 
collaborative  efforts  and  by  identifying  mechanisms  to  overcome  these  barriers  with  an  interdisciplinary  group 
of  professionals  in  policy,  psychology,  public  health,  nursing,  nutrition,  social  welfare,  law,  juvenile  justice,  and 
education.  A  major  part  of  this  effort  will  be  to  increase  collaboration  and  coordination  among  existing  Center, 
MCHB,  and  other  private  and  Federal  agencies.  Specific  project  goals  are  to: 

1 .  Increase  the  availability  of  adolescent  health  information  through  a  coordinated  strategy  that  will  link 
collection,  analysis,  and  dissemination  in  MCH-related  and  other  national  activities. 

2.  Improve  the  capacity  of  State  Title  V  agencies  (especially  the  Adolescent  Health  Coordinators)  to  plan, 
deliver,  and  improve  the  access  and  coordination  of  care  for  adolescents  most  in  need  of  comprehensive 
primary  care. 

3.  Conduct  short-  and  long-term  studies  to  synthesize  research  findings,  identify  health  trends,  compare  policy 
approaches,  and  analyze  current  and  proposed  legislation  that  affects  adolescents.  As  part  of  this  process, 
the  Center  aims  to  identify  and  disseminate  information  about  exemplary  programs  and  best  practices, 
encouraging  models  in  adolescent  health. 

4.  Develop  strategies  to  increase  the  public's  awareness  of  the  health  needs  of  special  populations. 

METHODOLOGY:  The  Center  staff  consists  of  Charles  Irwin,  Claire  Brindis,  Susan  Millsicin,  David  Knopf, 
Margaret  Handley,  and  Elizabeth  Ozer  from  the  Division  of  Adolescent  Medicine  and  the  Institute  for  Health 
Policy  Studies  at  UCSF  as  the  primary  grantee,  and  two  subcontractors;  The  Center  for  Continuing  Education  at 
the  Children's  Hospital  Medical  Center,  Cincinnati,  including  Linda  Wildey;  and  the  Division  of  General 
Pediatrics  and  Adolescent  Health  of  the  University  of  Minnesota,  including  Robert  Blum.  The  efforts  at  UCSF 
are  directed  at  developing  a  synthesis  of  existing  national  reports  with  a  focus  on  implementation  strategics  of 
best  models  of  care  and  convening  existing  MCHB  centers  to  develop  mechanisms  to  increase  collaboration  and 
dissemination.  Increasing  the  State's  effectiveness  in  responding  to  adolescents'  needs  will  be  accomplished  by 
UCSF  and  the  Center  for  Continuing  Education  through  the  annual  adolescent  health  coordinators  meeting; 
resource  mapping  and  analysis  of  existing  national.  State,  and  local  efforts  directed  at  improving  access  to  care; 
and  assisting  with  technical  assistance.  The  University  of  Minnesota  will  be  responsible  for  the  development  of 
the  technology  for  a  national  adolescent  health  resource  library.  Policy  analyses  will  be  done  through  short-  and 
long-term  efforts,  such  as  a  dialog  with  MCHB  on  priority  areas  including  managed  care,  OBRA  '89 
implementation,  health  care  reform,  and  school/education  reform.  Special  populations  are  a  focus  throughout  the 
activity  of  the  Center,  with  a  designated  Special  Populations  Coordinator  monitoring  the  ongoing  activities  of  the 
Center  and  developing  special  task  forces  to  identify  needs  and  implement  strategic  plans.  The  Center  has 
established  links  with  and  will  continue  to  use  the  resources  of  MCHB  activities,  such  as  the  seven  Adolescent 
Health  Training  Programs,  the  three  Adolescent  Resource  Centers,  the  two  Centers  for  Child  and  Adolescent 
Health  Policy,  the  National  Center  for  Youth  with  Disabilities,  and  other  adolescent-focused  programs,  as  well 
as  the  Steering  Committee  and  the  National  Advisory  Panel. 

EVALUATION;  Evaluation  of  the  Center  activities  and  products  is  based  on  a  combination  of  informal  and 
formal  review  processes.  Overall  monitoring  of  the  project  will  be  done  by  the  copnncipal  investigators  at 
UCSF,  Linda  Wildey  at  the  Children's  Hospital  of  Cincinnati,  and  Robert  Blum  of  the  University  of  Minnesota 
(since  both  Ms.  Wildey  and  Dr.  Blum  will  be  major  subcontractors  to  the  Center).  Draft  versions  of  reports  and 
other  Center  products  will  be  reviewed  internally  by  faculty  and  staff  through  individual  readings  and  then 
formal  seminar  readings  where  the  content  can  be  discussed  and  critiqued.  More  formal  evaluation  and 
monitoring  will  be  conducted  through  review  of  draft  reports  by  MCHB  staff,  the  MCHB  Steering  Committee, 
the  Association  of  Maternal  and  Child  Health  Programs,  State  MCH  directors,  the  adolescent  health 
coordinators,  regional  MCH  offices,  and  experts  in  adolescent  health  who  either  sit  on  the  project's  advisory 
panel  or  are  identified  for  the  designated  activity.  Technical  assistance  and  workshop  activities  will  be  evaluated 
in  terms  of  process  and  outcomes.  Attendees  at  meetings  will  be  asked  to  complete  an  evaluation  form.  State 
adolescent  health  coordinators  will  also  be  asked  to  evaluate  the  usefulness  of  the  information  being  provided  to 
them.  From  the  meetings  of  the  MCHB  adolescent  centers,  we  will  evaluate  the  outcomes  based  on  the  increase 
in  collaborative  activities  and  decrease  in  duplication. 
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Training  and  Technical  Assistance  Center  for  MCHIP 

Mental  Health  in  Schools  MCJ-06SH02 
University  of  California  at  Los  Angeles                                         09  /  0 1  /  95-08  /  3 1  /  2000 

405  Hilgard  Avenue  Project  Director(s): 

Los  Angeles,  CA  90095  Hov^ard  Adelman 

(310)825-1225  Linda  Taylor 
(310)  206-5895  fax 


PROBLEM:  Appropriately  designed  training  and  technical  assistance  are  needed  not  only  to  improve  the 
competence  of  individual  mental  health  (MH)  practitioners  but  to  reform  the  systems  in  which  they  work  and 
learn  (e.g.,  to  foster  reforms  that  can  counter  fragmentation  of  programs  and  services).  This  is  especially  true 
with  respect  to  MH  programs  in  schools.  Such  training  and  assistance  must  also  address  the  different  problems 
faced  by  different  geographic  regions  (e.g.,  urban  and  rural)  and  diversity  among  those  trained  and  the 
populations  served. 

GOALS  AND  OBJECTIVES:  The  goals  of  this  project  are  to  develop  a  center  that  will: 

1.  Enhance  current  and  emerging  practitioner  roles,  functions,  and  competence  (always  with  a  view  to 
benefiting  the  large  number  of  children  and  youth  in  need); 

2.  Mesh  with  and  facilitate  the  systemic  reform  movements  reshaping  MH  in  schools;  and 

3.  Assist  localities  in  building  and  maintaining  their  own  infrastructure  for  basic  training,  support,  and 
continuing  education. 

For  goal  1,  the  immediate  objectives  are  to  help  practitioners  (1)  learn  to  function  effectively  in  new  roles  and 
(2)  improve  their  knowledge,  skills,  and  attitudes  in  addressing  MH  and  psychosocial  problems. 

For  goal  2,  the  immediate  objectives  are  to  support  efforts  to  (1)  restructure  school-owned  education  support 
programs  and  services,  (2)  interweave  local  education  and  community  resources,  and  (3)  interweave  education- 
owned  enabling  activity  with  health  and  human  services  at  State,  county,  and  city  levels. 

For  goal  3,  the  immediate  objectives  are  to  (1)  support  efforts  to  develop  local  mechanisms  for  training  and 
technical  support  and  (2)  enhance  the  training  content  provided  locally. 

METHODOLOGY:  In  pursuing  its  goals  and  objectives,  the  center  will: 

1 .  Perform  needs  assessments  of  individuals  and  systems; 

2.  Translate  needs  into  a  content  focus; 

3.  Gather  and  develop  materials,  including  guidebooks  and  training  curriculums; 

4.  Design  and  help  initiate  effective  systems  to  deliver  training  and  support,  including  providing  direct 
assistance  to  practitioners  (via  a  newsletter,  clearinghouses,  electronic  networking,  and  a  consultation 
cadre),  supporting  those  currendy  providing  training,  and  stimulating  policy  for  local  training  and  technical 
assistance;  and 

5.  Provide  quality  improvement  strategies  for  center  activities.  The  center  will  be  housed  in  the  Department  of 
Psychology  at  the  University  of  California,  Los  Angeles,  and  will  be  codirected  by  Dr.  Howard  Adelman 
and  Dr.  Linda  Taylor. 

The  work  related  to  each  task  will  evolve  over  the  5-year  period. 

The  center  will  be  coordinated  with  local,  State,  and  national  health,  education,  and  social  service  agencies  and 
organizations  as  a  natural  outgrowth  of  our  ongoing  collaborative  work.  We  have  already  informed  key 
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colleagues  at  the  local  level  (e.g.,  the  County  Department  of  Menial  Health),  State  level  (e.g.,  MCH),  and  across 
the  Nation  about  this  proposal  and  have  received  responses  indicating  their  desire  to  work  collaboratively  with 
such  a  center. 


EVALUATION:  We  will  evaluate  benchmarks  related  to  establishing  an  effective  center  and  specific  outcomes 
related  to  practitioners  and  systemic  change.  We  will  assess  progress  in  accomplishing  the  five  major  center 
tasks.  In  assessing  outcomes,  we  will  emphasize  enhanced  competence  among  those  trained  and  systemic 
changes,  including  policy  changes,  movement  toward  shared  governance,  enhanced  mechanisms  for 
coordination  of  planning  and  implementation  (triage,  referral,  and  case  management  systems  and  resource 
coordinating  teams),  and  new  mechanisms  and  enhanced  content  for  training.  We  will  identify  representative 
samples  from  three  sets  of  clientele  and  solicit  relevant  baseline  and  outcome  data.  We  will  also  identify  and 
contact  other  relevant  sources  of  data  such  as  county  agencies,  school  districts,  and  local  training  programs. 
These  sources  will  provide  data  on  the  number  and  demographics  of  children  and  youth  receiving  MH  services, 
changes  related  to  availability  of  services,  changes  in  training  curriculums,  systemic  changes,  changes  in 
practitioner  roles  and  functions,  changes  in  problem  incidence  and  prevalence,  etc. 


National  Center  for  Leadership  Enhancement  of 

Adolescent  Programs  (LEAP) 

MCJ-083A90 

Colorado  Department  of  Public  Health  and 

10/01/95-09/30/2000 

Environment 

Project  Dircctor(s): 

4300  Cherry  Creek  Drive  South 

Barbara  S.  Ritchen 

FCHSD-AH-A4 

Denver  .  CO   80222-1530 

(303)  692-2328 

(303)  782-5576  fax 

PROBLEM:  The  problems  facing  today's  adolescents  are  well  documented  in  numerous  reports.  There  is  a 
growing  consensus  among  adolescent  health  and  public  health  professionals  that  problems  in  health  care  and 
related  systems  are  directly  responsible  for  the  lack  of  progress  in  improving  adolescent  mortality  and  morbidity. 
The  lack  of  progress  in  improving  adolescent  health  status  has  been  attributed  to  10  core  infrastructure  issues: 
Data  collection  and  aggregation,  a  public  policy  that  supports  a  categorical  disease  approach,  systems  that  focus 
predominantly  on  intervention  rather  than  prevention,  a  lack  of  recognition  that  there  may  not  be  one  "best" 
approach,  a  lack  of  appropriate  research,  a  limited  adolescent  health  provider  pool,  limited  funding  for 
adolescent  health  care,  and  a  lack  of  coordination  at  the  Federal  level.  Unfortunately,  just  as  the  urgent  need  to 
improve  and  integrate  systems  for  adolescents  has  been  identified,  the  massive  changes  taking  place  within 
government  and  health  care  systems  threaten  the  public  funding  that  supports  these  systems.  Efforts  to  shift 
responsibility  and  funding  from  the  Federal  level  to  the  State  and  local  levels,  proposals  to  reduce  or  eliminate 
vast  numbers  of  programs  affecting  children  and  adolescents,  and  shifts  toward  managed  care  and  medicaid 
managed  care  all  create  a  great  need  to  strengthen  State  and  local  leadership  for  adolescent  health.  The  Maternal 
and  Child  Health  Bureau  has  focused  much  attention  on  State  adolescent  health  leadership  over  the  past  decade. 
A  method  for  maintaining  and  increasing  support  to  State  adolescent  health  coordinators  and  others  in  adolescent 
health  leadership  positions  at  the  State  and  local  levels  is  imperative. 

GOALS  AND  OBJECTIVES:  The  overall  goal  of  the  National  Center  for  Leadership  Enhancement  in 
Adolescent  Programs  (LEAP)  is  to  strengthen  the  capacity  of  State  and  local  systems  to  more  effectively  address 
adolescent  health  problems.  The  center  has  set  the  following  objectives  to  be  achieved  by  September  2000: 

1 .     At  least  90  percent  of  all  State  adolescent  health  coordinators  who  are  new  to  the  field  will  report  an 

increase  in  knowledge,  skills,  and/or  leadership  capability  to  carry  out  core  public  health  functions.  These 


1 0  Adolescent  Health  Report 


functions  include  performing  population-based  needs  assessments,  developing  policy,  and  providing  high- 
quality  and  effective  services. 

2.  At  least  25  States  or  jurisdictions  in  the  Nation  will  participate  in  training  to  improve  integration  of  public 
health  and  personal  (primary)  care  systems  for  adolescents  at  the  State  and/or  local  levels. 

3.  Eighty  percent  of  all  State  adolescent  health  coordinators  and  other  MCH  personnel  working  in  adolescent 
health  will  report  increased  utilization  of  national  resources. 

4.  At  least  50  percent  of  all  States  and  jurisdictions  and  at  least  5,000  individuals  will  work  to  increase  State 
and  local  collaboration  to  improve  adolescent  health  status,  with  an  emphasis  on  culturally  diverse 
populations. 

METHODOLOGY:  To  accomplish  the  project's  goals,  LEAP  will  expand  on  the  extensive  experience  and 
relationships  developed  by  the  Resources  for  Enhancing  Adolescent  Community  Health  (REACH)  Resource 
Center.  The  new  center  will: 

1.  Provide  adolescent  leadership  training  and  new  State  Adolescent  Health  Coordinator  orientation.  Training 
will  focus  on  building  leadership  capacity  to  ensure  that  essential  public  health  services  are  provided  to 
adolescents  using  the  newly  developed  framework  for  essential  services  in  maternal  and  child  health 
populations  as  the  model. 

2.  Provide  technical  assistance  and  training  in  (1)  building  State  and  community  coalitions/collaboration;  (2) 
developing  integrated  public  health  and  primary  care  systems  for  adolescents;  (3)  developing  methods  for 
increasing  cultural  competency  and  including  diverse  populations  in  planning  and  implementing  programs 
serving  adolescents;  (4)  reducing  barriers  to  financing  adolescent  health  programs;  and  (5)  ensuring  that 
multidisciplinary  adolescent  health  professionals  are  adequately  trained. 

3.  Form  a  national  advisory  group.  This  group  will  develop  and  disseminate  information  and  strategies  to 
improve  linkages  and  cross-utilization  of  resources  among  national,  State,  and  local  entities  interested  in 
adolescent  health. 

The  entire  project  is  based  on  working  with  State  and  local  health  and  related  agencies  to  increase  coordination 
and  collaboration  within  and  between  local.  State,  and  national  agencies  and  organizations. 

EVALUATION:  The  evaluation  plan  is  based  on  the  previous  evaluation  methods  developed  for  the  REACH 
Resource  Center.  The  evaluation  will  include  both  process  and  outcome  measures  and  will  trace  key  activities  to 
be  used  to  monitor  the  process  measures.  Evaluation  will  be  linked  to  implementation  of  project  methodology 
and  achievement  of  project  objectives.  Baseline  data  will  be  collected  on  the  activities  of  States  participating  in 
training  and  technical  assistance.  Annual  followup  will  measure  changes  in  State  and  community  activities 
following  the  training  or  technical  assistance.  The  organizations  and  resources  participating  in  the  national 
advisory  group  will  be  surveyed  annually  to  report  changes  in  utilization  and  linkages.  These  measures,  together 
with  training  evaluation  results,  will  be  collected,  analyzed,  and  used  to  guide  project  modification  and 
strengthening. 
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Resources  for  Enhancing  Adolescent 

MCHIP 

Community  Health  (REACH)  Resource  Center 

MCJ-083A10 

Colorado  Department  of  Health 

10/01/90-09/30/95 

Family  and  Community  Health  Services  Division 

Project  Director(s): 

4300  Cherry  Creek  Drive  South 

Barbaras.  Ritchen.  R.N..  M.A. 

Denver,  CO   80222-1530 

Daniel  J.  Gossert 

(303)  692-2328  or  692-2315 

Contact  Person: 

(303)  782-5576  fax 

Barbara  S.  Ritchen.  R.N..  M.A. 

PROBLEM:  To  improve  adolescents'  health  status  and  to  achieve  the  Healthy  People  2000  objectives  for 
adolescents,  national  and  Slate  leadership  must  translate  to  community  action  to  address  adolescent  health  issues. 
What  is  lacking  is  a  system  to  build  the  capacity  of  State  health  agencies  interested  in  facilitating  collaborative 
action  at  the  local  level  to  prevent  and/or  reduce  adolescent  health  problems.  There  is  neither  a  central 
repository  of  resources  and  information  specific  to  community  development  to  improve  adolescent  health  nor  a 
mechanism  for  providing  or  receiving  technical  assistance,  consultation,  and  training  in  this  area.  Many  Slates 
have  not  had  the  opportunity  to  develop  a  statewide  needs  assessment,  an  interdisciplinary  coordinating  body,  or 
a  statewide  consensus  to  address  adolescent  health  problems.  If  these  things  are  not  in  place,  it  is  more  difficult 
to  provide  the  necessary  leadership  for  fostering  local  action  to  improve  adolescent  health.  Colorado,  through  a 
previous  maternal  and  child  health  improvement  project  (MCHIP)  grant,  has  gained  experience  and  developed 
expertise  in  facilitating  community  activation  for  adolescent  health.  The  process  enables  communities  to 
identify  needs  and  existing  resources,  prioritize  problems,  develop  local  solutions  using  proven  strategies,  and 
evaluate  the  impact  of  these  community  efforts.  What  is  missing  is  a  vehicle  for  sharing  this  kind  of  expertise 
among  States. 

GOALS  AND  OBJECTIVES:  The  overall  goal  of  the  project  is  to  improve  the  health  status  of  adolescents  by 
increasing  States"  capacity  to  facilitate  local  action  to  prevent  and/or  reduce  adolescent  health  problems. 

METHODOLOGY:  A  national  resource  center  has  been  established.  The  Resources  for  Enhancing  Adolescent 
Community  Health  (REACH)  Resource  Center  provides  technical  assistance  and  consultation;  (raining  designed 
to  meet  the  specific  needs  of  selected  States;  workshops  and  conference  presentations;  development  and 
dissemination  of  a  semiannual  newsletter,  manuals,  and  other  products;  and  a  national  data  base  with  information 
on  model  programs  and  resources  with  a  community  development  approach  for  addressing  adolescent  health 
problems. 

The  training  is  coordinated  with  State  health  agencies  around  the  country  and  with  other  national  resource 
centers.  The  technical  assistance  is  coordinated  with  State  and  local  health  agencies  and,  in  many  cases,  with 
regional  public  health  service  offices  as  well. 

EVALUATION:  Each  of  the  major  components  of  the  Resource  Center — the  data  base,  the  provision  of 
technical  assistance  and  consultation,  and  the  training — is  being  evaluated  separately.  The  methodology 
includes  the  use  of  formative,  summative,  and  impact  measures  to  evaluate  the  development,  use,  satisfaction 
level,  and  results  of  the  three  components.  Both  qualitative  and  quantitative  data  are  being  collected,  and  case 
study  methodology  is  being  used  to  ascertain  the  impact  of  the  project  in  participating  States. 

EXPERIENCE  TO  DATE:  Since  the  Resource  Center  was  established,  information  about  the  Center  and/or 
direct  services  (e.g.,  technical  assistance,  training,  workshop  presentations)  has  been  provided  to  more  than 
5,500  people.  A  data  base  containing  information  on  model  programs  and  resources  with  community 
development  approaches  for  addressing  adolescent  health  has  been  developed  and  is  available  in  hard  copy. 
Technical  assistance  and  consultation  for  States  interested  in  developing  or  enhancing  a  State  advisory  group  on 
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adolescent  health  and/or  State  reports  on  the  status  of  adolescent  health  are  provided  to  States  and  have  been 
provided  onsite  to  groups  in  Oklahoma,  Maine,  Arizona,  Alabama,  Iowa,  Alaska,  Kansas,  and  Nebraska.  A 
guide  for  States  interested  in  developing  or  maintaining  an  advisory  group  on  adolescent  health  will  be  available 
by  the  end  of  this  fiscal  year.  By  the  end  of  year  4  of  the  project  period,  27  States  from  all  10  U.S.  Public  Health 
Service  Regions  of  the  country  will  have  participated  in  the  Resource  Center  Training  of  Trainers  (TOT). 
REACH  TOT  is  designed  to  enhance  the  ability  of  State  health  agencies  to  foster  and  support  community 
development  approaches  for  addressing  adolescent  health  problems.  Experience  from  the  Partners  in  Action  for 
Teen  Health  (PATH)  project  has  been  used  in  providing  technical  assistance  to  those  States  and  communities 
interested  in  community  activation  to  improve  adolescent  health.  A  PATH  manual,  which  contains  a  cookbook 
approach  to  community  development,  and  technical  assistance  related  to  the  implementation  of  this  approach  are 
available  through  the  Resource  Center.  The  "1992  Adolescent  Health  in  Colorado"  report  on  the  status  of 
adolescent  health  is  available  as  a  model  for  other  States.  The  REACH  Resource  Center  publishes  a  semiannual 
newsletter  with  updates  on  what  the  Resource  Center  provides,  how  to  access  these  resources,  and  highlights  of 
information  on  model  programs  and  resources  that  relate  to  community  development  approaches  and  adolescent 
health.  The  newsletter,  currently  sent  to  a  mailing  list  of  nearly  1 ,500  people,  is  available  free  of  charge  to 
anyone  interested. 


Child  and  Adolescent  Health  Policy  Center 

MCHIP 

George  Washington  University 

MCU-113A18 

Center  for  Health  Policy  Research 

10/01/91-09/30/96 

2021  K  Street,  N.W. 

Project  Director(s): 

Suite  800 

Sara  Rosenbaum,  J.D. 

Washington,  DC  20006 

Contact  Person: 

(202)  296-6922  or  296-6822 

Michele  Sollovi^ay,  Ph.D. 

(202)  296-0025  fax 

PROBLEM:  The  field  of  maternal  and  child  health  has  undergone  dramatic  changes  over  the  past  20  years, 
including  major  revisions  of  Title  V  of  the  Social  Security  Act  in  1981  and  1989  and  the  establishment  of  the 
Healthy  People  2000  objectives.  These  changes  reflect  a  mounting  national  commitment  to  improve  the  health 
of  children  and  pregnant  women.  However,  while  accomplishments  in  addressing  maternity  and  infant  care  have 
been  significant,  the  needs  of  children  and  adolescents,  particularly  low-income  and  other  high-risk  children  and 
adolescents,  have  received  less  attention.  Progress  has  been  uneven  across  States  and  program  areas  in  assessing 
maternal  and  child  health  needs  and  developing  strategies  for  improving  health  promotion  and  services  system 
development.  In  addition,  the  increasing  complexity  of  Federal  and  State  programs,  and  emerging  health 
problems  such  as  AIDS,  substance  abuse,  and  school  violence  are  straining  the  capacity  of  State  Title  V 
programs  to  carry  out  all  program  functions  effectively.  Consequently,  a  broad  public  health  perspective  is 
needed  in  planning,  delivering,  and  evaluating  health  services  for  children  and  adolescents.  No  longer  are 
categorical  program-specific  or  disease-specific  interventions  sufficient  to  respond  to  the  increasingly  complex 
health-related  needs  of  today's  youth  and  the  multiple  public  and  private  service  systems  involved  in  their  care. 

GOALS  AND  OBJECTIVES:  The  purpose  of  the  Child  and  Adolescent  Health  Policy  Center,  George 
Washington  University  (CAHPC/GWU),  is  to  address  a  range  of  health  systems  problems  involving  financing, 
service  delivery,  and  data  collection.  The  overall  goals  of  the  CAHPC  are  to: 

1.  Improve  the  capacity  of  Federal  and  State  MCH  Title  V  agencies  to  plan,  finance,  and  deliver  primary  and 
prevenfive  care  to  underserved  children  and  adolescents; 

2.  Reduce  financial  barriers  to  health  and  related  services  for  needy  children  and  adolescents;  and 
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3.     Increase  the  availability  of  information  related  to  health  status  and  health  services  for  children  and 
adolescents. 

Specific  objectives  for  Year  3  of  this  cooperative  agreement  included: 

1 .  Preparing  three  to  four  issue  briefs  under  the  auspices  of  the  Center  for  Health  Policy  Research  (CHPR); 

2.  Cosponsoring  an  invitational  meeting  on  health  care  reform  and  adolescents  with  the  National  Adolescent 
Health  Information  Center  at  the  University  of  California  San  Francisco,  the  National  Center  for  Youth 
Law,  the  National  Center  for  Youth  with  Disabilities,  the  University  of  Minnesota,  and  CAHPC/Johns 
Hopkins  University  (JHU); 

3.  Preparing  a  concept  paper  on  model  managed  care  arrangements  for  children  and  adolescents  (McManus 
and  Fox); 

4.  Conducting  a  survey  of  22  managed  care  plans  regarding  their  design  of  pediatric  managed  care  (McManus 
and  Fox); 

5.  Preparing  three  background  reports  on  racial  and  ethnic  differences  in  health  insurance,  access  to  care,  and 
utilization  among  children  from  the  1987  National  Medical  Expenditure  Survey  under  the  auspices  of  the 
Institute  for  Health  Policy  Studies  (IHPS); 

6.  Conducting  a  study  of  financing  options  for  improving  access  to  comprehensive  health  services  for  low- 
income  children  (IHPS); 

7.  Evaluating  the  impact  of  State  health  initiatives  on  children's  access  to  health  care  (IHPS); 

8.  Examining  the  health  care  expenses,  out-of-pocket  expenses,  and  financial  barriers  to  care  for  infant,  child, 
and  adolescent  populations  (IHPS);  and 

9.  Convening  an  advisory  board  meeting  with  CAHPC/JHU. 

METHODOLOGY:  The  CAHPC  staff  consists  of  Sara  Rosenbaum,  J.D.;  Michele  Solloway.  Ph.D.;  Colleen 
Sonosky,  J.D.;  and  other  members  of  the  Center  for  Health  Policy  Research  of  The  George  Washington 
University  (GWU)  as  the  primary  grantee.   In  addition,  there  are  three  subcontractors:  The  Institute  for  Health 
Policy  Studies  of  the  University  of  California  at  San  Francisco  (UCSF),  including  Drs.  Paul  Ncwachcck  and 
Dana  Hughes;  McManus  Health  Policy,  Inc.;  and  Fox  Health  Policy  Consultants.  CHPR  works  on  the  short- 
response  policy  analysis,  while  IHPS  conducts  more  long-term  projects.  The  other  two  subcontractors  are 
conducting  joint  research  projects  on  the  effects  of  managed  care  on  services  for  children  and  adolescents. 

The  focus  of  both  the  short-response  policy  analyses  and  long-term  analytical  projects  is  determined  by  the 
needs  of  the  Maternal  and  Child  Health  Bureau  (MCHB)  through  a  collaborative  process  with  CHPR.  The 
analytical  documents  range  from  10-  to  50-page  briefs  with  a  turnaround  time  of  1  to  4  months.  These  products 
are  intended  to  provide  basic  knowledge  of  health  systems,  financing,  and  data;  improve  policy  formulation;  and 
assist  MCHB  in  promoting  its  goals  in  connection  with  national  health  reform. 

EVALUATION:  Evaluation  of  CAHPC  activities  and  products  is  based  on  a  combination  of  informal  and 
formal  review  processes.  Overall  monitoring  of  the  project  is  performed  by  the  CAHPC  principal  investigator  at 
CHPR.  Draft  versions  of  reports  and  other  CAHPC  products  are  reviewed  by  faculty  and  staff  at  GWU  and 
UCSF  through  individual  readings  of  reports  and  group  meetings  designed  to  provide  review  and  commentary. 
More  formal  evaluation  and  monitoring  will  be  conducted  as  appropriate  through  review  of  draft  reports  by  the 
MCHB  project  officer  and  other  Federal-level  staff,  State  MCH  directors,  regional  office  staff,  and  maternal  and 
child  health  experts  outside  the  CAHPC. 

EXPERIENCE  TO  DATE:  Accomplishments  of  the  CAHPC/GWU  have  included: 

1.  Preparation  of  three  issue  briefs  on  home  visiting  programs,  public-private  partnerships,  and  the  role  of  the 
Federal  Government  in  ensuring  access  to  health  care  and  healthy  development  of  children  and  adolescents. 

2.  Cosponsorship  of  an  invitational  meeting  on  health  care  reform  and  adolescents  to  achieve  consensus  on 
priority  issues  for  adolescents  in  health  reform  legislation.  The  final  report  was  distributed  to  members  of 
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Congress  and  health  poHcymakers  and  published  in  Health  Policy  &  Child  Health,  Volume  1,  No.  2,  Spring 
1994. 

3.  Completion  of  the  analytical  phase  of  a  study  to  develop  recommendations  for  improving  the  delivery  of 
preventive  and  primary  care  services  to  all  children  enrolled  in  managed  care,  including  interviews  with 
staff  of  22  leading  managed  care  plans  to  identify  exemplary  methods  of  providing  primary  and  preventive 
care  to  at-risk  children  and  the  convening  of  an  advisory  committee  of  managed  care  experts,  health  services 
researchers,  and  pediatric  providers  to  provide  guidance  regarding  managed  care  design  features  for  this 
project. 

4.  Completion  of  three  background  reports  on  racial  and  ethnic  differences  in  health  insurance,  access  to  care, 
and  use  among  children  from  the  1987  National  Medical  Expenditure  Survey. 

5.  Ongoing  study  of  service  integration  options  for  improving  access  to  comprehensive  health  care  for  low- 
income  children. 

6.  Evaluation  of  the  impact  of  State  health  initiatives  on  children's  access  to  health  care. 

7.  Ongoing  analysis  of  national  data  on  health  care  expenses,  out-of-pocket  expenses,  and  financial  barriers  to 
care  for  infant,  child,  and  adolescent  populations. 

8.  The  third  meeting  of  the  advisory  board,  held  in  Baltimore  on  April  22,  1994. 


Healthy  Youth  2000  MCHIP 

American  Medical  Association  MCJ- 177524 

515  North  State  Street  10/01/92-09/30/95 

Chicago,  IL  60610  Project  Director(s): 

(312)  464-5315  Missy  Fleming,  Ph.D. 
(312)  464-5842  fax 


PROBLEM:  The  Healthy  Youth  2000  project  is  addressing  adolescent  health  problems  included  in  the  Healthy 
People  2000  National  Health  Promotion  and  Disease  Prevention  Objectives.  This  project  is  helping  to  meet  the 
challenges  of  the  national  health  objectives  by  confronting  two  problems  that  compromise  their  progress.  The 
two  problems  are  the  lack  of  a  comprehensive  communication  network  among  health  professionals  who  share  an 
interest  in  adolescent  health  promotion,  and  the  lack  of  consensus  among  health  professionals  about  proposed 
strategies  for  preventing  specific  adolescent  morbidities  and  mortalities. 

The  health  status  of  adolescents  in  the  United  States  has  continued  to  decline  during  the  past  30  years  while  other 
groups  are  benefiting  from  better  health.  Adolescent  health  problems  resulting  from  drug  and  alcohol  abuse, 
sexually  transmitted  diseases,  unintended  pregnancies,  injuries,  and  violence  are  typically  the  result  of  personal 
behaviors  that  can  be  prevented.  Adequately  addressing  adolescents'  needs  for  prevention  information  and 
services  requires  extensive  collaboration  among  professionals  who  represent  many  disciplines  and  offer  services 
in  a  variety  of  practice  settings. 

Maintaining  a  broad,  multilevel,  multidisciplinary  network  of  professionals  interested  in  adolescent  health 
promotion  and  disease  prevention  is  one  solution  to  the  lack  of  a  comprehensive  communication  network.  A 
network  can  serve  as  the  vital  link  for  disseminating  innovations  from  the  national  to  the  community  level. 
These  innovations  include  information  that  is  crucial  to  the  success  of  meeting  the  national  health  objectives  for 
adolescents.  A  network  can  also  give  information  related  to  its  own  consensus  opinions  for  problem  solutions  to 
other  groups  of  professionals  who  are  confronting  some  of  the  same  adolescent  health  issues. 
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Healthy  Youth  2000  has  created  the  National  Adolescent  Health  Promotion  Network,  NAHPNet,  to  address  the 
health  status  of  adolescents.  NAHPNet  members  include  a  range  of  health  professionals  from  multiple 
disciplines  who  work  in  a  variety  of  settings.  Their  opinions  about  recommendations  for  improving  adolescents* 
health  status  could  be  shared  with  government  officials  who  are  making  decisions  about  the  policies  that  govern 
adolescents  and  their  future.  Reduction  of  violence  against  adolescents  is  a  special  focus  of  the  project. 

GOALS  AND  OBJECTIVES:  The  goal  of  the  Healthy  Youth  2000  project  is  to  provide  information  and  to 
support  collaboration  among  health  professionals  who  are  interested  in  the  provision  of  preventive  health 
services  to  adolescents.  The  objectives  are  to:  ( 1 )  maintain  a  comprehensive  interactive  resource  network  of 
adolescent  health  professionals;  (2)  identify  attitudes  and  practices  of  health  professionals  regarding  preventive 
services;  (3)  identify  the  health  policies  that  serve  as  barriers  to  or  promote  the  use  of  preventive  services;  (4) 
inform  health  professionals,  administrators,  and  organizations  of  current  attitudes,  practices,  and  policies 
regarding  preventive  services  and  ways  to  enhance  these  practices;  and  (5)  promote  the  sharing  of  resources  on 
preventive  services  among  adolescent  health  professionals. 

METHODOLOGY:  NAHPNet  (the  network)  will  be  updated  on  an  annual  schedule,  graphs  that  describe  the 
network  will  continue  to  be  developed,  network  maintenance  will  be  discussed  with  the  AMA  National 
Adolescent  Health  Coalition,  and  the  project  steering  committee.  A  survey  of  NAHPNet  members"  opinions 
regarding  solutions  to  the  problem  of  adolescent  violence  will  be  developed,  distnbuted,  and  the  results  will  be 
analyzed.  Policy  information  will  be  shared  with  network  members  through  the  newsletter,  special  mailings,  and 
electronic  media.  Results  of  the  opinion  survey  will  be  shared  with  network  members  and  national  policy 
makers.  Resources  will  continue  to  be  shared  through  direct  mail  to  network  members,  fulfilling  requests  for 
searches  of  the  network,  presentations,  the  project  newsletter,  and  a  networking  publication. 

EVALUATION:  Progress  toward  meeting  the  objectives  will  be  measured  in  several  ways.  The  number  of 
network  members  and  the  composition  of  the  network  will  be  monitored.  The  number  and  types  of 
communications  among  and  between  network  members  will  be  tracked.  The  newsletter  topics  will  be  evaluated. 
The  concept  of  networking  the  network  will  be  implemented  and  evaluated.  Results  from  the  network  opinion 
survey  will  be  shared  with  network  members  and  policy  members  and  its  impact  will  be  determined. 

EXPERIENCE  TO  DATE:  The  network,  NAHPNet,  has  been  completely  updated  and  extensive  information 
about  members  is  available.  Searches  of  the  network  are  completed  as  requested.  The  project  steering 
committee  works  closely  with  the  project  staff  to  help  meet  stated  objectives  and  consult  on  proposed  activities. 
Policy  documents  and  information  about  policy  publications  have  been  mailed  to  network  members  and 
designated  recipients.  Network  members  have  received  copies  of  thematic  newsletters  and  a  publication  that 
addresses  culturally  competent  health  care  for  adolescents.  Presentations  about  the  network  have  been  made  to 
State  Adolescent  Health  Coordinators  to  encourage  the  dissemination  of  information  from  the  national  to  Stale 
and  local  levels  and  to  enhance  collaboration. 
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Advancing  Mental  Health  Services  in  Schools 

MCHIP 

University  of  Maryland 

MCJ-24SH02 

School  of  Medicine 

10/01/95-09/30/2000 

Department  of  Psychiatry 

Project  Director(s): 

645  West  Redwood  Street 

Mark  D.  Weist,  Ph.D. 

Baltimore,  MD  21201-1549 

Contact  Person: 

(410)  328-6364 

Marcia  Glass-Siegel, 

(410)  328-1749  fax 

M.S.S.,  L.C.S.W.-C. 

PROBLEM:  Although  the  number  of  schools  providing  mental  health  services  is  increasing,  gaps  remain.  Some 
school  health  centers  offer  no  mental  health  services,  while  in  others  services  are  limited  to  a  part-time 
practitioner  who  often  is  not  a  mental  health  professional.  Youth  of  different  ages  from  different  backgrounds 
and  areas  (e.g.,  urban,  rural,  or  suburban)  have  different  mental  health  needs  that  are  not  being  provided  for. 
New  resources  to  initiate  or  expand  mental  health  services  in  school  health  centers  are  limited,  and  existing 
resources  are  not  well-organized.  Technical  assistance  and  access  to  experts  on  mental  health  issues  are  also 
limited  for  school  health  staff.  Finally,  no  specialty  training  in  school-based  mental  health  services  is  available, 
other  than  training  for  school  psychologists  (which  is  generally  focused  on  assessment  and  consultation). 

GOALS  AND  OBJECTIVES:  The  goal  of  the  project  is  to  develop  a  center  that  will  provide  comprehensive, 
state-of-the-art  training  and  technical  support  to  school  health  staff  to  expand  and  improve  mental  health 
services.  Center  staff  will  assess  the  mental  health  service  needs  of  school  health  programs;  promote  the 
development  of  a  network  of  school  mental  health  providers;  gather,  develop,  and  disseminate  resource  materials 
on  mental  health  issues  and  interventions;  provide  ongoing  consultation  to  programs  to  address  the  full  range  of 
administrative,  clinical,  and  systems  issues;  conduct  training  sessions  to  address  identified  areas  of  need;  and 
develop  guidelines  for  school  specialization  for  mental  health  professionals.  The  center  will  ensure  that  the 
information,  materials,  and  technical  assistance  it  provides  to  school  health  programs  are  developmentally  and 
culturally  sensitive  and  of  the  highest  quality. 

METHODOLOGY:  The  Center  for  School  Mental  Health  Assistance  (CSMHA)  will  be  housed  in  the 
Department  of  Psychiatry  at  the  University  of  Maryland.  Project  investigators  and  staff  will  be  guided  by  a 
National  Advisory  Council  of  experts  in  child  mental  health,  school  health,  and  education.  A  two-pronged  needs 
assessment  consisting  of  a  survey  of  national  school  health  providers  and  an  intensive  assessment  of  school 
mental  health  needs  in  urban,  rural,  and  suburban  settings  will  be  conducted.  Resources  to  address  identified 
needs  (e.g.,  training  manuals,  articles,  books,  videos)  will  be  collected  and  evaluated.  Local  and  national  experts 
will  assist  in  this  process  and  in  the  development  of  materials  to  address  gaps  in  resources.  Materials  will  be 
developed  in  such  areas  as  program  development  (e.g.,  funding);  administration  (supervision,  quality  assurance); 
educational  resources  for  students  and  school  staff;  consultation  (e.g.,  managing  classroom  behavioral 
problems);  clinical  assessment  (intake  forms,  assessment  tools);  clinical  interventions  (such  as  group  therapy); 
school-wide  interventions  (e.g.,  to  address  violence);  system  integration  issues  (such  as  interacting  with 
community  health  and  mental  health  services);  and  working  with  families  and  community  members.  These 
materials  will  be  disseminated  to  school  health  providers  upon  request.  Sharing  of  program  lists  and  regular 
updates  from  the  center  via  mail  and  the  Internet  (including  a  USENET  discussion  group)  will  facilitate 
networking  between  school  health  providers  and  related  organizations.  Resources  for  school  health  staff  will 
also  be  made  available  on  the  Internet  so  that  relevant  materials  can  be  reviewed  and  downloaded  onsite.  The 
center  will  have  a  toll-free  help  line,  and  staff  will  respond  to  technical  assistance  and  resource  requests  on  all 
aspects  of  school  mental  health  services.  When  indicated,  staff  will  arrange  contacts  between  school  health 
providers  and  project  investigators  and/or  consultants  and  will  facilitate  onsite  consultation  at  model  programs. 
Based  on  identified  needs,  two  training  sessions  per  year  will  be  organized  and  advertised  nationally,  with 
continuing  education  credits  offered  for  relevant  disciplines.  Resource  packets  addressing  identified  needs  will 
be  developed  and  disseminated  in  conjunction  with  these  training  sessions.  Finally,  we  will  develop  school 
mental  health  services  training  guidelines  in  the  areas  of  social  work,  psychology,  psychiatry,  and  nursing. 
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The  CSMHA  will  develop  linkages  with  local,  State,  and  national  groups  working  to  expand  and  improve 
school-based  mental  health  services.  These  groups  will  include  local  and  State  departments  of  education  and 
mental  hygiene;  Title  V  directors;  Healthy  Start  programs;  school  health  staff  throughout  the  region  and  Nation; 
national  organizations  such  as  Advocates  for  Youth,  Making  the  Grade,  and  the  National  Assembly  for  School- 
Based  Health  Care;  the  School  Health  Policy  Initiative;  and  relevant  professional  organizations,  such  as  the 
American  Psychological  and  Psychiatric  Associations,  the  American  College  of  Nurse  Practitioners,  the 
American  Nurses  Association,  and  the  National  Association  of  Social  Workers.  An  ongoing  dialogue  will  be 
established  with  these  organizations  to  inform  them  of  the  development  of  the  center  and  to  collect  and  update 
resources.  The  center  will  provide  informational  updates  to  these  organizations  via  the  Internet  and  a  newsletter 
on  at  least  a  quarterly  basis.  Members  of  the  National  Advisory  Council  will  ensure  that  other  leaders  in  school 
health,  child  mental  health,  and  education  are  kept  abreast  of  the  center's  development  and  resources. 

EVALUATION:  After  1  year  of  operation,  we  will  contact  school  health  centers  that  have  completed  the  needs 
assessment  to  request  feedback  on  the  center  and  its  resources.  They  will  be  asked  to  identify  areas  for 
improvement.  These  surveys  will  be  completed  at  the  end  of  each  year  to  monitor  the  center's  progress  and 
impact  and  set  goals  for  coming  years.  Surveys  will  also  be  sent  to  an  additional  sample  of  educators  and  school 
health  personnel  to  determine  their  knowledge  and  impressions  of  the  center.  We  will  also  send  annual  surveys 
by  electronic  mail  to  assess  needs  and  obtain  suggestions  for  other  services.  The  center  will  record  all  contacts 
and  types  of  assistance  provided  to  monitor  usage  and  document  marketing  needs  for  underutilized  services. 
Participants  in  the  training  programs  conducted  by  the  center  will  be  asked  to  evaluate  each  presentation  and  the 
overall  program. 


Child  and  Adolescent  Health  Policy  Center 

MCHIP 

Johns  Hopkins  University 

MCU-243A19 

Department  of  Maternal  and  Child  Health 

10/01/91-09/30/96 

School  of  Hygiene  and  Public  Health 

Project  Director(s): 

624  North  Broadway 

Bernard  Guyer,  M.D.,  M.P.H. 

Baltimore,  MD   21205 

Contact  Person: 

(410)  955-3384  or  550-5441 

Holly  Grason,  M.A. 

(410)  955-2303  fax 

PROBLEM:  The  Child  and  Adolescent  Health  Policy  Center  (CAHPC)  at  Johns  Hopkins  University  (JHU)  was 
established  in  1991  by  the  Federal  Maternal  and  Child  Health  Bureau  (MCHB)  as  one  of  two  centers  created  to 
address  new  challenges  found  in  amendments  to  Title  V  of  the  Social  Security  Act  (MCH  Services  Block  Grant) 
enacted  in  the  Omnibus  Budget  Reconciliation  Act  (OBRA)  of  1989.  JHU-CAHPC  draws  upon  the  science  base 
of  the  university  setting  to  help  identify  and  solve  key  MCH  policy  issues  regarding  the  development  and 
implementation  of  comprehensive,  community-based  systems  of  health  care  services  for  children  and 
adolescents. 


GOALS  AND  OBJECTIVES:  Specific  projects  and  investigations  currently  underway  have  the  following  goals: 

1 .  Delineation  of  the  attributes  of  primary  care  and  development  of  strategies  and  instruments  to  assess 
primary  care  at  the  client/consumer,  provider,  and  State  systems  levels; 

2.  Identification  of  health  care  system  characteristics  and  investigation  of  promising  models  of  primary  care 
services  organization  and  delivery; 

3.  Analysis  of  the  types  of  data  bases,  indicators,  and  special  data  sources  used  by  States  in  developing  needs 
assessments  and  evaluating  programs  for  children  and  adolescents; 
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4.  Examination  of  MCH  information  processing  and  data  use  strategies  in  the  States  to  identify  how  various 
approaches  are  applied  in  decision  making  in  the  functional  areas  of  planning,  evaluating,  and  redesigning 
child  health  policies;  and 

5.  Analysis  of  alternative  organizational  structures  and  statutory  bases  for  ensuring  a  sound  community-, 
State-,  and  Federal-level  locus  of  accountability  for  the  health  and  well-being  of  women,  children,  and  their 
families. 


METHODOLOGY:  JHU-CAHPC  has  convened  a  multidisciplinary  faculty  team  to  conduct  projects  designed 
to  provide  information  useful  to  both  the  Federal  MCH  Bureau  and  the  State  Title  V  programs  as  they  seek  to 
meet  the  spirit,  intent,  and  content  of  the  Title  V  legislation.  Further,  the  work  of  the  center  is  being  developed 
with  an  eye  toward  addressing  the  unique  needs  of  MCH  populations  and  programs  in  a  reformed  health  care 
system. 

JHU-CAHPC  coordinates  with  15  child  health  policy  experts  working  in  national  and  State  organizations  and 
programs  through  its  advisory  board.  In  addition,  the  center  has  alliances  with  State  MCH  programs  through  its 
State  Cluster  Group  as  well  as  through  involvement  in  several  States'  Systems  Development  planning  activities. 
JHU-CAHPC  faculty  members  participate  on  the  Institute  of  Medicine  Board  on  Children  and  Families, 
MCHB's  Workgroup  on  Title  V  Systems  Development  Measurement,  MCHB's  Partnership  for  Information  and 
Communication  Consortium,  and  Health  Systems  Research,  Inc.'s  MCH  Technical  Assistance  Contract 
Workgroup.  JHU-CAHPC  collaborates  with  the  George  Washington  University  (GWU)  CAHPC  through 
periodic  meetings  and  a  shared  advisory  board. 

EVALUATION:  External  mechanisms  established  to  ensure  the  quality  and  utility  of  CAHPC  projects  include: 

1 .  Involvement  of  the  project  officer  (PO)  in  meetings  and  review  of  materials; 

2.  Coordination  and  shared  input  on  activities  with  GWU-CAHPC; 

3.  Feedback  on  activities  from  the  center's  advisory  board  and  State  Cluster  Group;  and 

4.  Ad  hoc  review  of  CAHPC  draft  materials/publications  by  other  individuals  from  State  MCH  programs  and 
organizations  with  an  interest  in  children  and  adolescents. 

Internally,  JHU-CAHPC  monitors  its  activities  through  regular  meetings,  the  development  of  quarterly 
workplans,  and  quarterly  project  status  updates. 

EXPERIENCE  TO  DATE:  During  its  third  project  year,  JHU-CAHPC  underwent  several  changes  in  project 
personnel,  bolstered  management  support  activities,  and  continued  work  in  the  areas  of  primary  care  assessment, 
accountability,  and  information  processing  and  uses.  In  addition,  the  center  initiated  a  number  of  new  (some 
previously  unplanned)  projects  and  activities,  including  convening  a  State  Cluster  Group;  analyzing  MCH 
organizational  structures,  functions,  and  authorities  using  the  Older  Americans  Act  as  a  model;  convening  a 
Workshop  on  Assessment  and  Development  of  Primary  Care  for  Children  and  Adolescents;  and  presenting  a 
skills  development  seminar  on  child  health  systems  assessment  for  State  Title  V  program  staff. 

JHU-CAHPC  continued  development  and  refinement  of  assessment  tools  that  examine  the  status  of  current 
activities  undertaken  to  promote  a  system  of  primary  care  for  children  and  adolescents  from  several  perspectives, 
such  as  State/systems,  facility/provider,  community,  and  client/consumer.  In  addition,  JHU-CAHPC  prepared 
and  disseminated  three  primary  care  monographs,  to  assist  States  in  operationalizing  MCHB's  definition  of 
primary  care,  and  a  bibliographic  list  of  publications  relating  to  primary  care  research  and  policy  issues.  Other 
recent  products  include  a  paper  on  the  impact/needs  of  MCH  in  health  care  reform,  a  paper  based  on  a 
comparative  analysis  of  the  Older  Americans  Act  and  Title  V  legislation  and  programs,  and  a  study  report  on 
MCH  data  systems  and  data  use  in  seven  States.  In  addition,  JHU-CAHPC  will  publish  proceedings  from  its 
Primary  Care  Workshop  in  spring  1995.  A  special  preliminary  edition  will  be  available  to  State  Title  V 
programs  in  the  fall  of  1994. 
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National  Adolescent  Health  Resource  Center 

MCHIP 

University  of  Minnesota 

MCJ-273A03 

Adolescent  Health  Program 

10/01/90-09/30/95 

205  UTEC  Building 

Project  Director(s): 

1313  Fifth  Street,  S.E. 

Michael  D.  Resnick.  Ph.D. 

Minneapolis.  MN   55414 

Contact  Person: 

(612)  626-2726  or  627-4488 

Trisha  Beuhring,  Ph.D. 

(612)  627-4487   fax 

PROBLEM:  The  complex  causes  of  adolescent  morbidity  and  mortality  have  created  an  urgent  need  for  States 
to  have  access  to  valid,  timely  data  bases  on  the  health  status,  risky  behaviors,  and  resiliency  of  their  adolescent 
populations.  This  access  will  help  Slates  to:  ( 1 )  Respond  maximally  to  adolescent  health  needs,  and  (2)  improve 
the  fit  between  those  needs  and  the  operational  characteristics  of  service  delivery  systems.  Provisions  of  the 
Omnibus  Budget  Reconciliation  Act  of  1989  require  MCH  entities  to  meet  certain  reporting  requirements  for 
their  target  populations  by  conducting  needs  assessments.  To  facilitate  this  and  expedite  progress  toward 
attainment  of  the  Healthy  People  2000  objectives,  technical  assistance  and  consultation  are  required  to  promote 
the  ability  of  States  to  amass  relevant  adolescent  health  information  for  the  purposes  of  developing  the  best 
programs,  practices,  and  policies  regarding  youth  health. 

GOALS  AND  OBJECTIVES:  Project  goals  are  to: 

1.  Improve  States'  and  communities'  capacities  for  data  and  information  systems  management,  including 
surveillance  of  adolescent  health  status; 

2.  Promote  community  activation  for  adolescent  health  that  enables  communities  to  identify  needs,  recognize 
problems,  and  develop  local  solutions  with  proven  strategies; 

3.  Improve  State  and  community-based  partnerships  between  health  and  education  units  to  address  health 
promotion  and  health  service  issues  for  school-age  children  and  youth  emphasizing  Healthy  People  2000 

objectives;  and 

4.  Facilitate  States'  capacities  to  provide  training  to  improve  the  knowledge  and  ability  of  local  providers  to 
offer  services  and  programs  to  meet  the  health  needs  of  adolescents. 

Objectives  are  to: 

1 .  Conduct  comprehensive  health,  risk  behavior,  and  resiliency  surveys  in  States  or  communities  using  well- 
established  instruments  (the  Adolescent  Health  Survey  and  its  variants); 

2.  Conduct  needs  assessments  using  provider,  parent,  teacher,  and  community  opinion  leader  surveys  to  obtain 
a  more  complete  picture  of  adolescent  health  service  needs; 

3.  Provide  local  and  aggregate  feedback  reports  on  findings  to  facilitate  the  use  of  data  for  health  promotion 
and  community  action; 

4.  Provide  technical  assistance  and  consultation  to  facilitate  States'  use  of  existing  data  to  derive  needs 
assessment  information; 

5.  Disseminate  related  research  information  focusing  on  the  health,  risk  behaviors,  and  resiliency-promoting 
factors  of  the  adolescent  population;  and 

6.  Develop  or  strengthen  collaborative  relationships  between  departments  of  health  and  education  to  conduct 
surveys  and/or  disseminate  needs  assessment  results. 


METHODOLOGY:  The  National  Adolescent  Health  Resource  Center  (NAHRC)  provides  technical 
consultation,  materials,  analyses,  and  presentations  to  States  and  communities  to  facilitate  their  undertaking 
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adolescent  health  and  related  surveys  and  needs  assessments  and/or  maximizing  the  utiHty  of  existing  data  sets. 
NAHRC  disseminates  the  results  to  appropriate  interdisciplinary  information  users  and  decision  makers  and 
assists  in  the  formulation  of  action  plans  for  the  implementation  of  known,  effective  strategies  to  address  the 
priority  issues  identified  in  the  surveys. 

EVALUATION:  An  ongoing  process  and  impact  evaluation  methodology  monitors  project  implementation  and 
attainment  of  objectives  and  assesses  the  impact  of  consultation  and  technical  assistance  on  community 
activation  for  adolescent  health.  The  evaluation  also  assesses  users'  satisfaction  with  NAHRC 's  services, 
materials,  and  products. 

EXPERIENCE  TO  DATE:  NAHRC  has  provided  technical  assistance,  consultation,  and  information 
dissemination  to  States  and  communities  throughout  the  United  States,  as  well  as  in  Europe,  Australia,  and  South 
America.  The  Resource  Center  has  expanded  its  repertoire  of  needs  assessment  instruments  to  include  surveys 
of  adolescents,  parents,  school  officials,  community  opinion  leaders,  and  youth  workers,  as  well  as  culturally 
appropriate  instruments  for  conducting  needs  assessments  with  minority  populations.  Instruments  also  have 
been  developed,  piloted,  and  used  in  evaluations  of  the  impact  of  school-based  health  services  on  adolescent  use 
behavior.  The  flexibility  of  NAHRC's  adolescent  health  survey  instruments  has  been  enhanced  by  the 
development  of  item  pools  and  modules  that  can  be  used  to  tailor  instruments  to  the  particular  needs  of 
communities  or  States.  This  permits  users  to  focus  on  areas  of  greatest  perceived  need,  such  as  adolescent 
mental  health,  substances  abuse,  suicide,  victimization,  and  sexual  behaviors. 

NAHRC  also  focuses  on  providing  consultation  on  the  use  of  existing  data  sets  (e.g.,  the  Centers  for  Disease 
Control  and  Prevention's  Youth  Risk  Behavior  Survey)  as  an  approach  to  needs  assessments  for  adolescent 
health.  Extensive  dissemination  activities  have  included  national  distribution  of  specialty  reports  on  special 
populations  (e.g.,  American  Indian  adolescents,  urban  minority  youth,  rural  youth),  as  well  as  scholarly 
publications  in  a  range  of  health  and  policy-related  journals. 


National  Center  for  Youth  with  Disabilities 

University  of  Minnesota 

Box  721 

420  Delaware  Street,  S.E. 

Minneapolis,  MN   55455 

(612)  626-2825  or  (800)  333-6293 

(612)  626-2134  fax 


MCHIP 

MCJ-275045 

10/01/89-06/30/95 

Project  Director(s): 

Robert  W.  Blum,  M.D.,  Ph.D. 

Contact  Person: 

Elizabeth  Latts,  M.S.W. 


PROBLEM:  Approximately  2  million  children,  or  about  6  percent  of  the  adolescent  population,  are  identified  as 
having  a  condition  that  limits  their  participation  in  school  or  play.  While  the  number  of  births  of  children  with 
disabilities  is  no  longer  increasing,  the  proportion  of  children  with  chronic  conditions  who  survive  to 
adolescence  and  adulthood  has  increased  dramatically  to  more  than  84  percent  over  the  past  20  years. 

Late  adolescence  is  a  time  of  transition  when  young  people  must  shift  from  home  to  independent  living,  from 
school  to  work,  and  from  child-oriented  to  adult-oriented  health  services.  The  unique  developmental  needs  of 
youth  with  disabilities,  coupled  with  the  sequelae  of  their  disabling  conditions  and  society's  perception  of  their 
disabilities,  place  them  at  risk  for  failure  to  achieve  these  transitions  into  adult  life. 

If  the  needs  of  youth  with  disabilities  are  complex,  so  too  is  the  service  network  designed  to  assist  them  and  their 
families.  The  need  for  interagency  coordination  and  communication  is  great,  but  lack  of  coordination  still 
characterizes  many  community  and  State-level  activities.  Just  as  the  issues  of  youth  cross  disciplinary  lines,  so 
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does  the  ever-growing  body  of  information  regarding  this  population.  Relevant  research  and  program 
knowledge  are  scattered  throughout  the  various  literatures.  Access  to  interdisciplinary  information  and  human 
resources  is  critical  to  the  elimination  of  barriers  to  understanding,  cooperation,  and  service  development  across 
sectors. 


GOALS  AND  OBJECTIVES:  The  National  Center  for  Youth  with  Disabilities  (NCYD)  is  a  project  of  the 
Society  for  Adolescent  Medicine  and  the  Adolescent  Health  Program  at  the  University  of  Minnesota. 
Established  as  a  national  information  and  resource  center,  NCYD  focuses  on  adolescents  with  chronic  illness  and 
disabilities.  NCYD's  goal  is  to  improve  the  health  and  social  functioning  of  youth  with  disabilities  by  providing 
technical  assistance  and  consultation,  disseminating  information,  and  increasing  collaboration.  Objectives  are  to: 

1.  Improve  access  to  interdisciplinary  information  on  youth  with  disabilities  for  individuals  and  agencies 
working  with  this  population,  as  well  as  for  these  youth  and  their  families; 

2.  Expand  knowledge,  understanding,  and  communication  among  professionals,  parents,  and  youth  and  across 
health  and  other  service  sectors; 

3.  Improve  the  planning,  development,  and  implementation  of  community-based,  family-centered  services  for 
youth  with  disabilities  by  facilitating  collaboration  among  key  decision  makers  at  the  Federal  and  State 
levels  and  by  providing  technical  assistance  and  consultation;  and 

4.  Play  an  advocacy  role  at  the  national  level  for  the  needs  of  youth  with  disabilities  among  the  public-  and 
private-sector  service  delivery  communities. 

METHODOLOGY:  NCYD  activities  include: 

1.  Maintenance  of  the  National  Resource  Library,  containing  interdisciplinary  information  on  research, 
innovative  program  models,  training  and  educational  materials,  and  a  network  of  technical  assistance 
consultants; 

2.  Provision  of  technical  assistance  to  expand  State  and  community  efforts  related  to  youth  in  transition; 

3.  Dissemination  and  exchange  of  information  through  publication  of  the  Connections  newsletter,  monographs, 
annotated  bibliographies,  and  fact  sheets; 

4.  Planning  and  development  of  national  and  regional  meetings  of  professionals  and  parents,  providing 
structured  opportunities  to  call  attention  to  the  issues  of  youth  with  disabilities  and  to  develop  strategies  to 
address  those  needs;  and 

5.  Fostering  of  policy  development  through  implementation  of  national  surveys  and  publication  of  policy  and 
position  papers  on  critical  issues. 

Administrative  monitoring  of  all  NCYD  activities  is  accomplished  through  meetings  of  the  Society  for 
Adolescent  Medicine/NCYD  Coordinating  Council  and  of  the  project's  management  team.  The  Coordinating 
Council  meets  twice  a  year,  sets  NCYD  priorities,  and  plans  and  participates  as  consultants  in  NCYD  activities. 
The  University  of  Minnesota  Management  Team  meets  monthly  to  oversee  all  NCYD  plans,  activities,  and 
publications  and  to  ensure  that  activities  are  completed  on  schedule. 

EVALUATION:  NCYD  assesses  the  appropriateness  and  utility  of  activities  using  surveys  and  mailed 
questionnaires  targeted  to  specific  audiences.  NCYD  monitors  requests  for  information  to  gather  data  on  users 
of  the  Resource  Library  (e.g..  their  professional  background  and  program  affiliation,  their  reason  for  using  the 
library,  their  primary  area  of  interest,  information  provided,  and  how  they  learned  of  NCYD). 

EXPERIENCE  TO  DATE:  Now  in  its  seventh  year.  NCYD  responds  to  an  increasing  number  of  requests  (more 
than  1,400  per  year)  for  information  about  youth  with  disabilities.  The  Resource  Library  currently  contains 
approximately  4,000  entries  and  is  updated  quarterly. 
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Through  pubUcations  and  participation  at  national  meetings  and  professional  conferences,  NCYD  has  reached 
more  than  20,000  health  and  health-related  professionals,  parents,  and  parent  disability  and  advocacy  groups  on 
issues  relating  to  youth  with  disabilities. 

Publications  include  (1)  Connections,  a  newsletter  produced  three  times  a  year  and  disseminated  to  more  than 
9,000  individuals  and  organizations;  (2)  CYDLINE  Reviews,  a  series  of  annotated  bibliographies  on  special 
topics  targeted  to  specific  audience  interests;  (3)  FYI  Bulletin,  statistical  and  demographic  data  on  youth  with 
disabilities;  and  (4)  policy  reports  such  as  Teenagers  at  Risk. 

NCYD  provides  ongoing  technical  assistance,  materials,  and  policy  information  to  individuals,  programs,  and 
organizations  related  to  specific  issues  and  needs  facing  youth  with  disabilities  to  assist  with  program  planning 
and  development,  research,  and  direct  service. 


Center  for  Continuing  Education  in  Adolescent 

MCHIP 

Health 

MCJ-393A04 

Children's  Hospital  Medical  Center 

10/01/90-09/30/95 

Division  of  Adolescent  Medicine 

Project  Director(s): 

3333  Burnet  Avenue 

Lindas.  Wildey,  R.N.,  M.S.N. 

Cincinnati,  OH   45229-3039 

(513)559-4681 

(513)  559-4615  fax 

PROBLEM:  Adolescence  is  a  time  of  tremendous  opportunity  and  risk,  and  a  period  when  lifelong  behavior 
patterns  begin  to  be  established.  There  are  significant  long-term  consequences  for  many  of  these  behaviors, 
including  poor  nutritional  habits,  unprotected  intercourse,  smoking,  using  alcohol  and  other  drugs,  and  poor 
academic  performance.  Despite  awareness  and  documentation  of  these  problems,  efforts  to  provide  early 
intervention  and  improve  health  care  services  to  adolescents  continue  to  be  hampered  by  the  need  for  health 
professionals  to  receive  more  adolescent-specific  training.  In  response  to  survey  results  and  OTA 
recommendations,  the  Center  for  Continuing  Education  in  Adolescent  Health  (CCEAH)  has  developed  a  core 
adolescent  health,  interdisciplinary  training  curriculum  for  local  service  providers.  The  title  of  the  curriculum  is 
Basic  Concepts  in  Identifying  the  Health  Needs  of  Adolescents. 

GOALS  AND  OBJECTIVES:  The  goal  of  CCEAH  is  to  develop  a  core  training  curriculum  for  local  service 
providers  to  improve  their  skills  and  knowledge  in  identifying  the  health  needs  of  adolescents.  The  objective  for 
the  upcoming  year  is  to  certify  trainers  at  a  minimum  of  10  sites  throughout  the  country  using  the  curriculum  and 
a  "train-the-trainer"  component  developed  specifically  for  this  content. 

METHODOLOGY:  Training  certification  requires  a  minimum  of  3  days.  A  train-the-trainer  component  is 
taught  the  first  day.  This  material  includes  effective  use  of  media  and  educational  strategies,  methods  for 
improving  nonverbal  and  verbal  communication,  and  an  overview  of  the  format  and  content  of  the  CCEAH 
curriculum.  The  trainers  spend  the  remaining  days  observing  the  PD  and  another  certified  trainer  teach  a 
complete  2-day  workshop  for  local  service  providers.  Potential  trainers  must  have  a  broad  knowledge  base  in 
adolescent  health  and  possess  excellent  teaching  skills.  Certified  trainers  will  have  the  ability  to  train  additional 
trainers. 

A  letter  will  be  sent  out  to  all  State  Adolescent  Health  Coordinators,  State  MCH  directors,  and  regional  MCH 
offices  outlining  the  proposed  training.  The  project  director  will  then  contact  these  individuals  to  begin 
coordinating  efforts  to  plan  training  on  a  regional  basis. 
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EXPERIENCE  TO  DATE:  The  final  curriculum  is  a  product  of  revisions  based  on  project  experience  and 
evaluation  during  a  year-long  pilot  in  Region  V  and  the  State  of  Kentucky.  It  consists  of  eight  modules  m  core 
adolescent  health  content:  (1)  Pubertal  Growth  and  Maturation,  (2)  Normal  Psychosocial  Development,  (3) 
Adolescent  Nutritional  Health,  (4)  The  Adolescent  and  the  Law,  (5)  Risk  Assessment  in  Adolescents,  (6) 
Adolescents  in  their  Social  Context,  (7)  Communicating  with  the  Adolescent,  and  (8)  Implications  for 
Intervention.  A  train-the-trainer  component  for  use  with  new  trainers  is  also  included.  Successful  2-day 
workshops  have  been  conducted  with  participants  from  a  variety  of  disciplines,  including  nurses,  physicians, 
social  workers,  teachers,  and  health  educators  from  community  health  department  clinics,  schools,  and  social 
service  agencies.  The  curriculum  also  is  currently  being  used  in  several  medical  residency  and  graduate  nursing 
training  programs. 
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Because  of  its  special  relationship  with  State  public  health  agencies  through  administration  of  the  MCH  Block 
Grant,  the  Maternal  and  Child  Health  Bureau  has  a  compelling  interest  in  strengthening  and  supporting  the 
development  of  State  maternal  and  child  public  health  infrastructure. 

Seven  projects  have  been  funded  to  develop  an  adolescent  health  focus  within  State  health  department  MCH 
programs.  State  agencies  have  created  adolescent  health  coordinator  positions  and  have  significantly  expanded 
services  for  adolescents.  The  coordinators  conduct  adolescent  health  needs  assessments;  build  State  and  local 
adolescent  health  coalitions;  inform  the  public,  providers,  and  policymakers  about  adolescent  health  issues;  and 
work  to  assure  quality  health  services  for  adolescents. 

Recently,  MCHB  awarded  grants  to  encourage  collaboration  among  State  health,  education,  and  mental  health 
agencies,  with  the  goal  of  expanding  and  improving  access  to  mental  health  services  for  school-age  children  and 
youth. 

As  part  of  the  MCHB-supported  State  Systems  Development  Initiative,  some  States  have  focused  on  improving 
access  to  comprehensive  health  care  for  adolescents. 


Arkansas  Adolescent  Health  Program  MCHIP 

Arkansas  Department  of  Health  MCJ-053A32 

Child  and  Adolescent  Health  Division  10/01/92-09/30/97 

4815  West  Markham.  Slot  17  Project  Director(s): 

Little  Rock,  AR  72205  Robert  West,  M.D. 
(501)  661-2757  or  661-2724 
(501)  661-2055  fax 


'ROBLEM:  Arkansas  youth  face  a  number  of  serious  problems  that  have  a  dramatic  impact  on  their  health  and 
levelopment.  The  complex  reasons  for  these  problems  must  be  addressed  by  comprehensive,  multidisciplinary, 
nd  interagency  planning.  However,  adolescent  health  services  in  Arkansas  are  provided  by  a  variety  of  public 
nd  private  entities  with  little  cooperation  and  communication  among  them.  Also,  communities  in  many  parts  of 
tie  State  lack  knowledge  about  how  to  address  the  health  issues  of  their  youth.  Finally,  health  care  providers  in 
lie  public  and  private  sectors  need  additional  training  to  plan  for  and  provide  more  effective  services  to 
dolescents. 


jOALS  and  OBJECTIVES:  The  goals  of  this  program  are  to: 

Improve  the  coordination  related  to  adolescent  health  issues  among  public  and  private  entities; 
\.     Facilitate  local  community  interest  and  action  regarding  adolescent  health  needs;  and 
K     Improve  the  level  of  knowledge  regarding  adolescent  health  issues  throughout  the  State. 

METHODOLOGY:  The  Adolescent  Health  Coordinator  works  with  the  Adolescent  Health  Core  Team  (AHCT) 
n  the  coordination  and  implementation  of  the  adolescent  health  program.  An  Arkansas  Department  of  Health 
ADH)  intra-agency  adolescent  health  steering  committee  was  formed  to  coordinate  and  disseminate  information 
mong  the  different  divisions  of  ADH.  A  statewide  Advisory  Council  on  Adolescent  Health  composed  of 
elevant  public  and  private  agencies  will  be  established  to  share  information  and  facilitate  cooperative  activities 
uch  as  coordinated  planning,  data  gathering  and  sharing,  program  updating,  and  resource  development.  The 
oordinator  and  AHCT  are  working  with  the  Child  Health  Planning  Systems  project  to  provide  technical 
ssistance  in  program  development  and  resource  identification  to  local  community  task  forces.  A  clearinghouse 
if  information  related  to  adolescent  health  indicators,  issues,  and  programs  is  being  developed  and  made 
ivailable  to  the  public,  and  comprehensive  adolescent  health  training  will  be  conducted  throughout  the  State. 

mproved  coordination  within  ADH  is  occurring  as  a  result  of  AHCT  and  the  ADH  Adolescent  Health  Steering 
]!ommittee.  The  coordinator  of  the  Adolescent  Health  Program  is  working  closely  with  the  coordinators  of  the 
oUowing  programs  within  ADH:  School  Based  Clinics,  Comprehensive  School  Health,  Child  Health  Planning, 
^kansas  Health  Promotion,  and  Minority  Health. 


^VALUATION:  The  attainment  of  the  objectives  relating  to  improved  coordination  is  being  measured  by 
locumenting  the  formation  of  the  ADH  Adolescent  Health  Steering  Committee  and  meeting  agendas  and 
>utcomes.  Similar  documentation  of  the  Advisory  Council  will  occur.  Objectives  related  to  community  action 
ire  being  assessed  by  the  numbers  of  adolescent  profiles  developed  by  and  for  local  child  health  planning 
ommittees,  numbers  of  communities  receiving  technical  assistance,  and  numbers  of  communities  for  which 
[rant  procurement  assistance  is  provided.  Improved  knowledge  will  be  measured  by  numbers  of  training 
essions,  along  with  postsession  evaluations.  In  addition,  numbers  of  press  releases,  written  materials  provided, 
ind  presentations  to  local  groups  are  being  documented  to  measure  efforts  to  improve  the  general  public's 
:nowledge. 
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EXPERIENCE  TO  DATE:  The  ADH  Adolescent  Health  Steering  Committee  has  been  developed  and  is  fully 
operational.  Technical  assistance  is  being  provided  to  many  communities  via  community  action  training  (from 
Partners  in  Action  for  Teen  Health)  to  be  held  in  May  1994.  Focused  followup  assistance  will  be  provided  to  the 
communities  attending  this  training.  An  initial  Adolescent  Health  Profile  containing  information  on  major 
adolescent  health  indicators  has  been  developed  and  disseminated  to  many  community  leaders  and  ADH 
personnel.  The  Center  for  Continuing  Education  in  Adolescent  Health  comprehensive  adolescent  health  iraming 
has  been  secured  for  a  train-the-trainer  workshop  and  statewide  conference  to  be  held  in  July  1994.  Contacts 
with  Arkansas  representatives  have  been  made  regarding  key  adolescent  health  issues  to  be  considered  in  health 
care  reform. 


Kentucky  Integrated  Resources  in  Schools 

Kentucky  Department  for  Health  Services 

MCJ-21SH01 

Cabinet  for  Human  Resources 

10/01/95-09/30/2000 

275  East  Main  Street 

Project  Director(s): 

Frankfort.  KY   40621 

Lynne  Flynn 

(502)  564-4830 

(502)  564-8389  fax 

PROBLEM:  Kentucky's  Integrated  Resources  in  Schools  (IRIS)  Initiative  proposal  addresses  a  significant 
problem  in  Kentucky's  human  services  systems.  The  health,  education,  and  mental  health  systems  arc 
inadequately  structured  and  funded  to  carry  out  their  vital  roles  in  providing  prevention  services  to  children  at 
risk  for  a  significant  mental  health  problem. 

Across  the  Nation,  there  is  little  systemic  focus  on  preventing  mental  health  problems  in  children  within  any  of 
the  agencies  that  could  potentially  contribute  to  such  an  endeavor.  Each  health,  education,  and  mental  health 
system  has  its  own  method  of  dealing  with  children  who  have  already  manifested  mental  health  problems  so 
severe  they  require  special  attention.  Even  these  treatment  and  crisis  intervention  approaches  are  not  integrated. 
Parents,  teachers,  counselors,  and  children  attempting  to  access  the  systems  are  often  frustrated  and  di.scouraged 
by  the  fragmentation  they  encounter.  Service  providers  working  within  isolated,  fragmented,  sometimes 
inflexible  agencies  are  similarly  frustrated. 

GOALS  AND  OBJECTIVES:  The  goals  of  the  project  are  to:  (1)  Establish  and  expand  the  prevention  focus  of 
the  State-level  infrastructure  while  reducing  fragmentation  and  increasing  coordination  at  the  local  level;  (2) 
create  an  environment  for  the  delivery  of  primary  mental  health  services  that  are  school  based  or  school  linked 
and  are  flexible  and  centered  on  children  and  families;  and  (3)  implement  mechanisms  to  build  long-term 
capacity  to  support  integrated  prevention  efforts  among  schools  and  health  and  menial  health  agencies. 

The  IRIS  Initiative  will  develop  the  necessary  infrastructure  and  resources  at  the  State  level  to  provide 
preventive  and  primary  mental  health  services  in  existing  school-based  and  school-linked  health  programs. 
These  services  will  include:  ( 1 )  Systematic  screening  programs  to  identify  preschool  and  school-age  children  at 
risk  for  significant  mental  health  problems;  (2)  family-centered,  multiagency  interventions  in  inclusive  settings 
involving  children  and  families;  and  (3)  evaluations  of  the  effectiveness  of  these  interventions.  The  project  is 
designed  specifically  to  address  goal  6:3  of  the  Healthy  Children  2000  objectives  (reduce  to  less  than  10  percent 
the  prevalence  of  mental  disorders  among  children  and  adolescents). 
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METHODOLOGY:  To  achieve  its  objectives,  the  IRIS  Initiative  will: 

1 .  Use  the  State  Interagency  Council  (SIAC)  for  Children  and  Youth  with  Emotional  Disabilities  as  the 
mechanism  for  interagency  collaboration; 

2.  Build  on  the  Kentucky  Education  Reform  Act  structures,  including  the  Family  Resource  Centers,  preschool 
programs  for  young  children  at  risk,  and  current  preschool  screening  and  early  intervention  efforts; 

3.  Pilot  efforts  at  the  school  level  to  develop  three  model  sites  that  will  use  strategies  and  services  to  promote 
healthy  psychosocial  development,  primary  prevention  of  a  wide  range  of  mental  health  problems,  early 
problem  identification  and  intervention,  and  linkages  with  ongoing  care  for  children  with  severe  and  chronic 
mental  disabilities; 

4.  Secure  interagency  collaboration  from  the  three  key  State  public  agencies  (Health,  Education,  and  Mental 
Health)  for  a  statewide  focus  on  prevention  and  early  intervention  through  memorandums  of  agreement  and 
involvement  with  a  technical  assistance  team;  and 

5.  Provide  statewide  training  on  interagency  collaborative  approaches  and  models  for  screening  and  early 
intervention  activities. 

This  project  builds  on  existing  efforts  of  the  Kentucky  Division  of  Maternal  and  Child  Health,  Division  of 
Mental  Health  Services,  and  Department  for  Social  Services,  all  within  the  Cabinet  for  Human  Resources;  the 
Division  of  Preschool  Programs,  Division  of  Exceptional  Children  Services,  and  Division  of  Student/Family 
Support  Services,  all  within  the  Kentucky  Department  of  Education;  the  Kentucky  Commission  on  Families  and 
Children;  and  related  training  projects  within  the  University  of  Kentucky,  including  the  Maternal  and  Child 
Health  Leadership  Education  Program  and  the  Preparing  Early  Childhood  Educators  as  Specialists  in  the 
Emotional  and  Behavioral  DisabiHties  Project. 

The  authority  for  the  initiative  will  reside  with  SIAC,  which  is  legislated  to  provide  a  system  of  care  to  address 
the  needs  of  children  with  emotional  disabilities  and  their  families.  Under  the  auspices  of  SIAC,  an  interagency 
team  with  membership  from  State-level  collaboratives,  including  those  focusing  on  children  with  special  health 
needs,  will  be  established.  The  IRIS  Interagency  Technical  Assistance  Team  will  be  charged  with  the 
development  and  oversight  of  the  initiative  and  will  report  regularly  to  SIAC.  This  13-member  team  will  be 
composed  of  SIAC  partners  and  members  of  the  other  key  interagency  entities,  including  the  Commission  on 
Families  and  Children,  the  Family  Resource  and  Youth  Service  Centers,  the  Family  Preservation  and  Family 
Support  State  Planning  Team,  SPOKES  (a  parent  organization  advocating  for  the  mental  health  needs  of  their 
children),  the  Champions  Action  Group  (substance  abuse  prevention  regional  groups),  and  the  Kentucky  Early 
Intervention  System  Interagency  Coordinating  Council.  The  IRIS  Initiative  Interagency  Technical  Assistance 
Team  will  be  chaired  by  a  project  director,  who  is  the  acting  director  of  the  Division  of  Maternal  and  Child 
Health. 

The  local  sites  will  be  determined  from  the  statewide  call  for  localities  to  join  the  initiative.  Representatives 
from  these  communities  will  have  an  active  role  in  setting  the  direction  of  the  program  at  the  State  level  through 
their  input  via  focus  groups,  community  action  plans,  and  development  of  technical  assistance  and  support. 

EVALUATION:  State  and  local  indicators  will  be  monitored  through  the  IRIS  Initiative  evaluation  system 
developed  by  the  project's  advisory  council.  The  initiative  will  be  evaluated  based  on  the  ability  of  the  local 
communities  and  State  systems  to  reduce  barriers  to  access  and  service  development,  increase  the  training 
opportunities  across  systems,  and  focus  on  the  prevention  of  mental  health  problems  in  our  families  and 
communities. 
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Maine  State  Level  Partnerships  for  Mental 

MCHIP 

Health  in  Schools 

MCJ-23SH01 

Maine  Department  of  Human  Services 

07/01/95-06/30/98 

Division  of  Maternal  and  Child  Health 

Project  Director{s): 

State  House  Station,  #11 

DeEtte  Hall 

Augusta,  ME   287-3311 

(207)  287-3311 

(207)  287-5355  fax 

PROBLEM:  Maine's  poverty  rate,  suicide  rate,  incidences  of  violence  and  depression,  and  rates  of  emotional. 
behavioral,  and  other  mental  disorders,  along  with  risk  behaviors  among  youth,  indicate  that  the  mental  health 
needs  of  school-age  children  and  youth  require  immediate  attention.  No  one  school  or  agency  can  adequately 
respond  to  the  multiple  needs  of  youth.  A  strong  collaborative  effort  among  Slate-  and  local-level  institutions 
and  agencies  is  required.  This  grant  will  target  students  in  grades  K-12  experiencing  or  at  risk  for  emotional, 
behavioral,  and  mental  health  problems. 

GOALS  AND  OBJECTIVES:  The  overall  goal  of  this  project  is  to  develop  a  State-level  infrastructure  that  will 
enable  schools  to  increase  their  provision  of  student  mental  health  services — including  prevention,  identification, 
early  intervention,  treatment,  and  referral  services — through  school-based  health  centers  (SBHCs)  or 
school-linked  health  centers  (SLHCs).  The  specific  goals  and  objectives  of  this  project  are  as  follows: 

Goal  1:     Ensure  that  mental  health  services  are  instituted  in  SBHCs  and  SLHCs  by  establishing  stable 
reimbursement  mechanisms  for  services  delivered. 

Objective  1:     Identify  and  maximize  the  use  of  current  tundmg  streams  lor  mental  health  services  to 
school-age  youth. 

Objective  2:     Establish  new  and  expanded  methods  of  reimbursement  for  mental  health  services 
delivered  by  SBHCs  and  SLHCs. 

Goal  2:     Develop  innovative  model  programs  for  mental  health  in  the  schools  that  respond  to  the  complex  needs 
of  children  and  adolescents. 

Objective  1:     Identify  the  resources  and  strategies  needed  to  successfully  implement  a  full  scope  of 
mental  health  prevention,  identification,  intervention,  treatment,  and  referral  services  in 
SBHCs  and  SLHCs. 

Objective  2:     Design  two  to  three  model  mental  health  programs  in  the  schools. 

Goal  3:     Develop  a  surveillance  system  at  the  State  level  to  track  mental  health  problems  through  SBHCs  and 
SLHCs. 

Objective  1:     Develop  an  instrument  for  use  in  SBHCs  and  SLHCs  that  screens  for  behavioral  risks 
and  indicators  of  emotional,  behavioral,  and  mental  health  problems. 

Objective  2:     Enhance  the  current  data  collection  system  to  allow  all  SBHCs  and  SLHCs  to  collect 
meaningful  uniform  data  that  can  be  interfaced  with  other  State-level  EMS  systems. 

Goal  4:     Ensure  that  training,  telecommunications,  and  other  resources  are  available  for  health,  mental  health, 
social  service,  and  education  professionals  to  increase  their  ability  to  (I)  recognize  young  people  at 
risk  for  or  experiencing  mental  health  problems  and  (2)  improve  coordination  of  services. 

Objective  1:     Develop  recommendations  to  increase  the  number  of  qualified  mental  health  providers 
with  expertise  in  adolescent  mental  health  issues. 

Objective  2:     Provide  training  for  educators  and  school  personnel  in  mental  health  skills. 
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Objective  3:     Increase  the  knowledge  of  regular  and  special  education  teachers  about  neurobiological 
and  other  mental  health  disorders. 

Goal  5:     Impact  the  mental  health  of  school-age  youth  by  enabling  SBHCs,  SLHCs,  and  local  community 
providers  to  build  collaborative  relationships  and  increase  mental  health  programs  and  services. 

Objective  1 :     Oversee  and  monitor  the  implementation  of  three  model  programs  in  three  schools. 

Objective  2:     Develop  a  manual  for  schools  and  local  community  providers  that  describes  strategies 
and  methods  for  successfully  integrating  mental  health  programs  and  services  into 
SBHCs  and  SLHCs. 

Objective  3:     Provide  training  and  technical  assistance  to  schools  to  enable  them  to  build  partnerships 
with  local  providers  and  implement  mental  health  programs. 

METHODOLOGY:  Five  committees  will  be  organized  to  carry  out  the  work  of  the  project:  Funding  and 
Reimbursement,  Program  Development,  Data  and  Evaluation,  Training  and  Technology,  and  Local  Level 
Service  Integration  Membership.  The  committees  will  include  representatives  from  schools,  health  centers, 
community  agencies,  and  State-level  organizations.  Committees  will  assess  current  resources,  research  State  and 
national  models,  and  identify  strategies  to  meet  the  objectives.  Demonstration  projects  at  three  SBHCs  or 
SLHCs  will  be  conducted.  Technical  assistance,  training,  and  resources  will  be  offered  to  local  schools  and 
communities  to  encourage  increased  delivery  of  mental  health  services  in  SBHCs  or  SLHCs. 

The  Interdepartmental  Council,  composed  of  the  commissioners  from  the  Departments  of  Mental  Health  and 
Retardation,  Human  Services,  Corrections,  and  Education,  will  oversee  this  project.  The  Child  Policy 
Committee  of  this  council,  composed  of  six  bureau  and  division  directors,  will  work  with  the  staff  work  group, 
composed  of  staff  from  each  of  the  bureaus  and  divisions,  to  direct  the  committees'  work  and  ensure  ongoing 
communication  between  all  levels  committed  to  this  project.  A  coordinator  and  administrative  assistant  will  be 
responsible  for  the  daily  operations  of  the  project. 

EVALUATION:  The  Data  and  Evaluation  Committee  will  develop  a  system  for  collecting  and  evaluating  data 
on  the  mental  health  status  and  risk  behaviors  of  school-age  children  and  youth.  This  system  will  be  used  in 
SBHCs  and  SLHCs  and  will  allow  the  State  to  track  the  impact  of  increased  mental  health  services  in  schools. 


State  Systems  Development  Initiative  MCHIP 

Michigan  Department  of  Public  Health  MCJ-26T023 

3423  North  Martin  Luther  King,  Jr.  Boulevard  10/01/93-09/30/96 

P.O.  Box  30195  Project  Director(s): 

Lansing,  MI   48909  Terri  D.  Wright 

(517)  335-8955  or  335-8928  Contact  Person: 

(517)  335-9222  fax  Douglas  M.  Paterson 


PROBLEM:  Several  programs  in  Michigan  are  effectively  improving  the  health  of  Michigan's  children  and 
adolescents.  While  some  progress  has  been  made,  preventive,  primary,  and  specialty  care  are  fragmented, 
duplicative,  sporadic,  or  not  available  to  many  of  the  State's  most  vulnerable  children  and  adolescents.  One  of 
the  population  groups  on  which  this  project  will  focus  is  children  and  adolescents  at  risk  for  injury.  Data  show 
that  injury  is  the  leading  cause  of  death  among  Michigan's  children  and  adolescents.  Furthermore,  there  are 
variations  in  the  risk  of  injury  among  communities  and  among  racial  and  ethnic  groups.  The  project  will  also 
focus  on  children  with  high  health  care  needs.  The  number  of  children  whose  special  health  and  medical  needs 
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are  imposing  heavy  care-giving  burdens  on  their  families  is  increasing.  However,  the  current  capacity  of  public 
programs  to  provide  the  necessary  support  to  families  is  both  inadequate  and  fragmented. 

GOALS  AND  OBJECTIVES:  The  goal  of  Michigan's  State  Systems  Development  Initiative  (SSDI)  project  is 
to  develop,  implement,  and  ensure  an  effective  system  of  preventive,  primary,  and  specialty  care  for  two  target 
populations:  Children  at  risk  for  serious  injury,  and  children  with  high  health  care  needs.  Major  objectives  are 
to  conduct  needs  assessments,  develop  policy,  develop  programs  and  systems,  implement  programs,  and  conduct 
assurance  activities,  first  at  the  State  level  and  then  at  local  levels.  Three  years  are  needed  to  accomplish  all 
objectives  and  to  achieve  statewide  implementation.  Some  activities  have  already  been  accomplished. 

Year  1  project  objectives  for  target  population  1 ,  children  and  adolescents  at  risk  for  serious  injury,  include  the 
following: 

1.  By  March  31,  1994,  the  Childhood  Policy  Workgroup  will  review  and  assess  the  leading  causes  of  serious 
injury  in  children  and  adolescents  in  Michigan; 

2.  By  September  30,  1994,  a  model  of  preventive  and  primary  care  will  be  developed  to  reduce  the  leading 
causes  of  serious  injury  to  children  and  adolescents  ages  1-19  (this  model  will  be  culturally  sensitive, 
community  based,  and  family  centered); 

3.  By  September  30,  1994,  three  to  five  communities  will  be  selected  to  pilot  the  model  of  preventive  and 
primary  care  during  year  2; 

4.  By  September  30,  1994,  a  State-level  needs  assessment  of  children  at  risk  for  serious  injury  will  be 
completed;  and 

5.  By  March  31,  1994,  enhanced  data  collection  efforts  will  he  initiated,  beginning  with  a  School  Injury  Report 
Form  that  can  be  used  in  all  schools. 

Objectives  for  target  population  2,  children  with  high  health  care  needs,  include  the  following: 

1.  By  March  31,  1994,  a  State-level  needs  assessment  of  children  with  high  health  care  needs  will  be 
completed; 

2.  By  October  31,  1993,  a  model  of  specialty  and  primary  care  will  be  developed  to  provide  coordinated, 
family-centered  care  to  children  and  adolescents  ages  0-21  with  high  health  care  needs  (this  model  will  be 
culturally  sensitive  and  community  based); 

3.  By  September  30,  1994,  the  adopted  and  coordinated  specialty  care  service  delivery  model  will  have  been 
implemented  statewide;  and 

4.  By  September  30,  1994,  a  system  will  be  designed,  developed,  and  implemented  to  coordinate  primary 
medical  and  support  care  with  specialty  care  for  children  with  high  health  care  needs  and  their  families. 

METHODOLOGY:  The  project  will  be  directed  by  the  chief  of  the  Bureau  of  Child  and  Family  Services  and 
comanaged  by  the  chiefs  of  the  Divisions  of  Child  and  Adolescent  Health  and  Children's  Special  Health  Care 
Services.  Each  division  will  hire  public  health  consultants  especially  for  the  SSDI  project. 

Externally,  the  project  will  be  coordinated  by  the  Governor's  Human  Services  Cabinet,  which  consists  of  the 
directors  of  the  four  State  human  services  departments,  and  two  subgroups:  The  Child  Health  Policy  Workgroup 
and  the  High  Health  Needs  Interdepartmental  Workgroup. 

EVALUATION:  Project  monitoring  will  be  done  by  the  bureau  chief,  who  is  the  project  director,  and  by  the  two 
Human  Services  Cabinet  Workgroups.  Project  staff  will  develop  criteria  for  measuring  efficiency  and 
effectiveness  of  the  systems.  Project  staff  will  submit  quarterly  reports  that  will  mark  achievement  of  objectives, 
barriers  to  achievement,  and  strategies  needed  to  overcome  barriers.  Evaluation  of  year  1  objectives  will  be  used 
to  plan  years  2  and  3  of  this  3-year  initiative. 
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EXPERIENCE  TO  DATE:  CSHCS  and  Adolescent  Health  have  made  significant  progress  toward  the  overall 
goal  of  the  SSDI  grant.  They  have  made  an  extensive  effort  to  identify  the  research  literature,  and  have 
conducted  informal  telephone  surveys  and  initiated  contact  with  national  resource  centers.  A  contract  was 
entered  into,  and  a  feasibility  study  of  capitation  rate  setting  was  prepared.  Advisory  committees  focusing  on 
managed  care  were  convened,  and  consultation  has  been  provided.  Negotiations  have  occurred  with  the 
Michigan  medicaid  program.  The  Health  Care  Financing  Administration  approved  an  addendum  to  Michigan's 
Medicaid  Physician  Sponsor  Plan  to  allow  adolescent  health  centers  to  serve  as  gatekeepers.  Further,  there  has 
been  significant  progress  toward  removing  medicaid  managed  care  barriers  to  adolescent  health  center  services. 


Establishment  of  an  Adolescent  Health  Care 

MCHIP 

Development  Focus  in  the  Minnesota  Maternal 

MCJ-273A30 

and  Child  Health  Program 

10/01/92-09/30/97 

Minnesota  Department  of  Health 

Project  Director(s): 

717  Southeast  Delaware  Street,  S.E. 

Norbert  Hirschhorn,  M.D. 

P.O.  Box  9441 

Contact  Person: 

Minneapolis,  MN   55414 

Jean  Cronje,  M.S.N. 

(612)  623-5542 

(612)  623-5442  fax 

PROBLEM:  This  project  addresses  the  problems  of  fragmentation  and  access  issues  presently  found  within  the 
system  of  health  services  for  adolescents  in  Minnesota.  It  also  will  address  at  least  one  health  status  indicator 
related  to  brain  and  spinal  cord  injury  among  adolescents.  This  indicator  is  yet  to  be  determined. 

GOALS  AND  OBJECTIVES:  The  overall  goals  of  the  project  are  to: 

1.  Promote  and  improve  the  health  of  Minnesota's  adolescents;  and 

2.  Promote  a  coordinated,  culturally  sensitive,  family-centered,  community-based  adolescent  health  services 
system  throughout  the  State. 

The  outcome  objectives  are  to: 

1 .  Complete  and  disseminate  the  needs  assessment  information  and  provide  an  action  plan  to  guide  service 
providers  in  delivery  of  care; 

2.  Continue  and  strengthen  coordination  arrangements  at  the  State  level;  and 

3.  Continue  to  increase  public  awareness  of  adolescent  health  issues  and  the  limitations  of  the  delivery  system 
so  that  policy  makers  will  have  the  needed  information  upon  which  to  base  decisions. 

METHODOLOGY:  Coordination  at  the  State  agency  level  will  be  continued  from  the  initial  advisory  group  that 
met  on  May  3,  1994.  There  will  be  quarterly  meetings  and  eventually  a  set  of  recommendations  for  delivering 
adolescent  health  in  Minnesota.  Within  the  Minnesota  Department  of  Health,  a  work  group  will  continue  to 
combine  and  coordinate  efforts  to  serve  this  age  group. 

The  needs  assessment  will  compare  Minnesota  to  the  Healthy  People  2000  objectives  with  available  data.  The 
Center  for  Health  Statistics  within  the  department  will  assist  with  the  gathering  of  information.  The  needs 
assessment  will  be  widely  disseminated  and  used  as  the  foundation  for  a  State  action  plan  for  delivery  of 
adolescent  services.  Health  providers  knowledge  and  skill  will  be  improved  through  training  activities 
conducted  by  the  coordinator.  There  will  be  greater  public  awareness  of  adolescent  health  issues  as  the 
coordinator  contributes  to  conference  planning  and  public  meetings  as  requested.  The  adolescent  health 
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coordinator  will  continue  to  work  with  State  agencies  as  they  are  represented  in  the  Slate  Agency  Advisory 
Group;  enhance  and  strengthen  the  coordination  with  the  Minnesota  Department  of  Education;  and  continue 
associations  with  the  Parent  Advocacy  Coahtion  for  Educational  Rights  (PACER)  and  with  the  University  of 
Minnesota. 


EVALUATION:  The  project  activities  are  tracked  through  regular  reporting  to  MCH  Division  management. 
The  work  plan  and  priorities  are  discussed  and  progress  monitored. 

EXPERIENCE  TO  DATE:  A  Minnesota  Department  of  Health  Work  group  has  been  convened  and  is  ongoing. 
This  group  has  focused  its  attention  on  data  collection  and  on  coordinating  efforts  to  serve  the  adolescent 
population.  A  State  Agency  Work  Group  has  been  convened  as  well  and  will  be  working  on  a  State  action  plan 
for  adolescent  health.  This  group  will  coordinate  with  efforts  to  initiate  comprehensive  school  health  in  the 
State.  There  have  been  numerous  training  activities  and  subsequent  training  of  more  than  600  persons  in  issues 
of  adolescent  health.  The  coordinator  continues  to  make  public  presentations  to  keep  the  needs  and  issues  of  the 
adolescent  population  a  focus  of  policy  makers,  and  has  been  an  advisor  on  a  number  of  projects  including 
curriculum  development,  conference  planning,  and  a  national  focus  group  on  health  service  delivery  to 
adolescents.  In  addition  to  these  activities,  the  Minnesota  Injury  Prevention  Project  is  finalizing  data  in  its 
Traumatic  Brain  Injury/Spinal  Cord  Injury  Registry  and  will  be  collaborating  with  the  coordinator  to  design  an 
intervention  to  affect  health. 


Minnesota  State  and  Local  Partnership  for 

Mental  Health  in  Schools 

MCJ-27SH02 

Minnesota  Department  of  Health 

10/01/95-09/30/2000 

Minneapolis  Public  Schools 

Project  Director(s): 

4336  Lyndale  Avenue  North 

Norbert  Hirschhorn,  M.D. 

Minneapolis,  MN   55412 

Sara  Mullett.  P.H.N. .  M.P.H. 

(612)  588-8262 

(612)  588-3993  fax 

PROBLEM:  The  mental  health  needs  of  children  are  increasingly  serious  and  require  creative  approaches  that 
address  both  systems  issues  and  individual  interventions.  This  proposal  addresses  both  the  fragmented, 
discontinuous  nature  of  mental  health  services  offered  to  school-age  children  and  the  lack  of  primary  and 
secondary  prevention  services  available  to  these  children. 

GOALS  AND  OBJECTIVES:  The  goal  of  the  project  is  to  promote  the  menial  health  of  students  by  enhancing 
primary  mental  health  resources  and  services  for  school-age  children  and  youth,  including  those  with  special 
health  needs.  The  project  will  strengthen  the  capacity  of  school-based  clinics  and  school-linked  family  service 
centers  in  Minnesota  to  address  psychosocial  issues  and  mental  health  problems. 

METHODOLOGY:  The  project  will  build  on  the  significant  infrastructure  and  resources  that  have  been 
developed  in  Minnesota  over  the  past  several  years  to  develop  a  model  for  primary  mental  health  care  in 
Minneapolis  public  schools.  This  model  will  be  replicated  statewide  through  community  health  agencies  and 
local  family  service  and  mental  health  collaboratives.  The  model  will  include: 
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1.  A  structure  and  a  process  to  establish  a  socially  and  emotionally  supportive  climate  in  schools  for  children 
of  all  backgrounds  by  incorporating  health  promotion  strategies  that  include  the  individual  student,  the 
classroom,  and  the  community; 

2.  A  process  to  move  children  experiencing  emotional/social  stress  through  an  organized  system  of  screening, 
assessment,  support,  and  treatment  at  the  local  level;  and 

3.  A  mechanism/structure  for  linking  children,  families,  schools,  and  community  institutions  to  create  effective 
partnerships. 


Special  Support  for  Adolescent  Health  Care 

MCHIP 

Program  Development 

MCJ-313A33 

Nebraska  Department  of  Health 

10/01/92-09/30/97 

301  Centennial  Mall  South 

Project  Director(s): 

P.O.  Box  95007 

Paula  Eurek,  R.D. 

Lincoln,  NE  68509-5007 

Contact  Person: 

(402)471-0160 

Carol  Iverson,  M.A., 

(402)  471-6446  fax 

M.S.N.,  R.N.C.S. 

PROBLEM:  The  State  of  Nebraska,  Maternal  and  Child  Health  Division  currently  lacks  the  capacity  to  address 
adequately  the  major  health  problems  of  the  State's  adolescents.  The  Nebraska  Department  of  Health,  through 
its  MCH  Division,  is  prepared  to  assume  a  leadership  role  in  health  promotion  and  disease  prevention  activities 
directed  toward  adolescents  ages  10-21.  Nebraska  would  benefit  from  both  a  needs  assessment  that  focuses  on 
adolescent  health  and  the  ability  to  coordinate  activities  with  other  State  agencies.  The  lack  of  public  awareness 
about  the  range  and  magnitude  of  adolescent  health  issues  contributes  to  a  less  coordinated  approach  to 
adolescent  health  care. 


GOALS  AND  OBJECTIVES:  The  goals  of  this  project  are  to: 

1.  Prevent  or  reduce  the  major  health  problems  of  Nebraska's  adolescents  by  facilitating  the  development  of 
plans  that  address  those  adolescent  health  problems;  and 

2.  Develop  a  model  for  communities  to  address  adolescent  health  issues  that  will  result  in  a  collaborative, 
community-based,  family-centered,  and  culturally  sensitive  approach  to  avert  or  ameliorate  adolescent 
health  problems  at  the  community  level. 

The  objectives  are  to: 

1 .  Recruit  and  hire  an  adolescent  coordinator; 

2.  Organize  a  committee  within  the  Nebraska  Department  of  Health  to  address  adolescent  health  issues; 

3.  Develop,  in  collaboration  with  the  advisory  committee,  a  statewide  needs  assessment; 

4.  Demonstrate  progress  in  the  State  in  achieving  adequate  systems  response  to  meet  adolescent  needs; 

5.  Participate  in  activities  to  implement  services  at  the  community  level; 

6.  Assist  communities  in  identifying  and  making  grant  applications  to  obtain  resources;  and 

7.  Ensure  quality  care  for  all  adolescents. 
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METHODOLOGY:  Strategies  and  approaches  for  improving  interagency  coordination  include  the  following: 
(1)  Develop  a  statewide  inventory  of  adolescent  services,  (2)  form  the  Nebraska  Adolescent  Health  Advisory 
Council,  (3)  develop  a  statewide  needs  assessment,  (4)  sponsor  a  statewide  adolescent  health  conference,  and  (5) 
act  as  a  catalyst  for  the  adolescent  population  at  the  community  level. 

EVALUATION:  Qualitative  data  on  implementation,  problems  encountered,  and  changes  will  be  included  in 
the  assessment  process.  Milestone  analysis  will  be  conducted  at  least  quarterly  with  the  division  director. 
Process  and  outcome  evaluation  methods  will  be  used  to  monitor  and  evaluate  this  project  on  activities 
appropriate  for  each  objective  accomplishment,  the  extent  to  which  the  project  accomplished  its  intended 
outcomes,  and  activities  undertaken  on  the  objectives  relating  to  improved  interagency  coordination. 

EXPERIENCE  TO  DATE:  The  adolescent  health  coordinator  was  hired  on  July  I.  1993.  The  Nebraska 
Adolescent  Health  Advisory  Council  has  been  established.  The  council  has  four  subcommittees:  Education  and 
Advocacy,  Policy  and  Planning,  Research,  and  Program  and  Evaluation. 

The  Governor  launched  a  statewide  initiative  on  violence  prevention.  The  adolescent  coordinator  is  a  member  of 
the  State  Technical  Assistance  Team  appointed  by  the  Governor.  This  team  went  into  six  targeted  communities 
and  assisted  them  with  a  community  action  plan  for  prevention  and  provided  them  with  information  on  State 
services. 

U.S.  Attorney  General  Janet  Reno's  special  initiative  for  violence  prevention.  Pulling  America's  Communities 
Together,  has  targeted  Nebraska  and  three  other  areas  throughout  the  country,  and  the  coordinator  is  a  member 
of  this  team.  The  purpose  of  this  team  is  to  devise  a  national  plan  for  violence  prevention. 


New  Mexico  Mental  Health  Advocates  for 

Students 

MCJ-35SH01 

New  Mexico  Department  of  Health 

10/01/95-09/30/2000 

Runnels  Building 

Project  Director(s): 

1 190  Saint  Francis  Drive 

Victor  LaCerva,  M.D. 

Santa  Fe.  NM   87502 

Contact  Person: 

(505)  827-2320  or  827-2504 

Patsy  Nelson 

(505)827-0021  fax 

PROBLEM:  Children  in  New  Mexico  face  numerous  risk  factors  for  serious  emotional  disturbance,  including 
domestic  violence  and  substance  abuse.  New  Mexico  currently  lacks  the  State-level  collaborative  infrastructure 
necessary  to  coordinate  and  administer  primary  mental  health  services  as  a  component  of  overall  primary  health 
care  in  school-based  health  centers  statewide. 


GOALS  AND  OBJECTIVES:  The  goal  of  this  project  is  to  develop  an  infrastructure  at  the  State  level  to  expand 
mental  health  services  in  schools.  The  ultimate  objective  of  the  project  is  to  improve  the  health  and  education  of 
students  in  both  their  family  and  community  environments  by  addressing  the  factors  that  result  in  high-risk 
behaviors.  The  project  focuses  on  prevention  and  early  intervention.  Specific  objectives  include  developing 
advocacy  and  networking  programs  to  increase  public  awareness  of  children's  mental  heath  needs  and  the  role 
that  schools  can  play  in  service  delivery,  planning  an  orientation  conference  and  as-needed  training  sessions  for 
school  districts  statewide,  and  establishing  permanent  funding  sources  for  school-based  mental  health  services 
within  each  participating  State  agency. 
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vIETHODOLOGY:  This  project  will  create  a  State-level  coalition  to  address  relevant  issues  in  each 
)articipating  agency.  A  State-level  coordinator  will  be  hired  to  coordinate  this  interagency  effort.  The  coalition, 
mtitled  Mental  Health  Advocates  for  Students,  will  assist  school  districts  in  developing  service  systems  to  meet 
heir  community  needs.  A  child  psychiatric  consultant  will  be  hired  to  organize  and  conduct  State-  and  local- 
evel  trainings.  Both  State  and  local  needs  assessments  emphasizing  the  role  of  the  schools  will  be  designed  and 
;onducted.  The  needs  assessments,  including  measures  of  parent  and  teacher  satisfaction,  will  be  periodically 
ipdated  to  assess  emerging  system  needs  and  evaluate  program  impact.  The  proposed  project  will  also  provide 
esources  to  local  communities  through  school-based  health  centers  and  ultimately  lead  to  additional  services 
md  support  for  children's  mental  health  programs. 

rhe  project  will  involve  the  collaborative  participation  of  the  New  Mexico  Departments  of  Education,  Health, 
md  Children,  Youth,  and  Families.  A  minimum  of  six  local  school  systems  will  be  targeted  for  service 
ievelopment  each  year.  These  communities,  as  well  as  the  families  of  those  students  being  served,  will  be 
)artners  in  developing  services  in  their  schools. 

EVALUATION:  The  project  will  evaluate  a  number  of  indicators  and  measures.  Progress  on  infrastructure 
Ievelopment  will  be  assessed  using  standard  process  outcome  indicators,  such  as  the  number  and  diversity  of 
epresentatives  participating  on  the  collaborative  task  force,  participant  satisfaction  and  benefit  ratings  for 
)roject-related  trainings,  and  the  number  of  new  school-based  mental  health  services  developed.  At  the  student 
evel,  treatment  outcomes  will  primarily  be  measured  by  changes  in  behavior.  Prevention  and  early  intervention 
efforts  will  be  evaluated  by  comparing  annual  epidemiological  indices  for  the  participating  localities. 


Adolescent  Health  Care  Program  Development 

MCHIP 

and  Coordination  in  New  York  State 

MCJ-363A35 

New  York  State  Department  of  Health 

10/01/92-09/30/97 

Division  of  Family  Health 

Project  Director(s): 

Empire  State  Plaza 

Monica  R.  Meyer,  M.D. 

Corning  Tower  Building,  Room  890 

Albany,  NY   12237 

(518)473-7922 

(518)  473-2015  fax 

PROBLEM:  The  adolescents  of  New  York  State  are  faced  with  critical  threats  to  their  health  and  well-being, 
ncluding  tobacco  and  substance  abuse,  human  immunodeficiency  virus  (HIV)  infection  and  sexually  transmitted 
liseases  (STDs),  unplanned  pregnancy,  unintentional  injuries,  homicides,  and  suicides. 

rhe  New  York  State  Department  of  Health  is  committed  to  addressing  these  major  health  issues.  The 
iepartment  and  other  State  agencies  fund  a  number  of  programs  that  are  either  specifically  geared  toward 
idolescents  or  have  a  component  designed  for  adolescents.  These  programs  include  case  management  programs 
'or  pregnant  and  parenting  adolescents,  family  planning  initiatives,  STD  services,  HIV  prevention  and  treatment 
urograms,  school-based  clinics,  a  school-based  breast  self-examination  program,  violence  prevention  projects, 
ind  advocacy  to  reduce  adolescent  access  to  cigarettes. 

Despite  the  State's  commitment  to  the  provision  of  services  for  adolescents,  there  is  no  formal  structure  in  place 
.0  coordinate  these  activities.  This  situation  has  led  to  fragmentation  in  programming  and  hampered  efforts  to 
levelop  a  coordinated  agenda  on  adolescent  health  issues.  No  mechanism  exists  for  individuals  to  share 
nformation  about  programs,  grants,  and  initiatives  or  to  serve  as  a  catalyst  for  change  at  the  community  level. 


jOALS  AND  OBJECTIVES:  Creation  of  the  position  of  State  Adolescent  Health  Program  Coordinator  will 
enable  increased  cohesion  and  coordination  of  adolescent  services  in  New  York  State.  Through  these 
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coordination  efforts,  the  Department  of  Health  will  develop  a  comprehensive,  integrated  adolescent  health 
program  and  provide  adolescents  with  knowledge  of  and  access  to  a  coordinated,  comprehensive  system  of 
health  services.  Objectives  include  the  following: 

1.  Collecting  and  disseminating  information  about  adolescent  health  services  and  programs  funded  by  the 
Department  of  Health  and  building  intra-agency  support  for  the  role  and  value  of  the  coordinator  position; 

2.  Collecting  and  disseminating  information  related  to  adolescent  health  initiatives  in  other  State  agencies, 
building  interagency  support  for  the  role  and  value  of  the  coordinator  position,  and  conducting  an  adolescent 
health  survey; 

3.  Consolidating  the  efforts  of  the  New  York  State  Department  of  Health  m  relation  to  adolescent  health  with 
those  of  other  State  agencies;  and 

4.  Identifying  gaps  in  services  and  promoting  adolescent  initiatives  in  the  local  community  setting. 

METHODOLOGY:  Strategies  and  approaches  planned  to  achieve  better  inlradepartmental  and 
interdepartmental  coordination  include  the  following: 

1 .  Development  of  a  statewide  inventory  of  adolescent  services,  including  a  compendium  of  model  programs; 

2.  Formation  of  an  advisory  committee  on  adolescent  health  issues; 

3.  Administration  of  biennial  adolescent  health  surveys  to  identify  baseline  data  and  trends  in  adolescent  health 
and  risk  behaviors; 

4.  Sponsorship  of  a  statewide  conference  on  adolescent  health  issues;  and 

5.  Stimulation  of  community-based  programming  efforts  on  behalf  of  adolescents. 

EVALUATION:  The  project  director  will  meet  with  the  State  Adolescent  Health  Program  Coordinator  at  least 
quarterly  to  track  the  progress  on  the  proposed  timeline  of  activities,  noting  deliverables  relative  to  target  dates. 

The  inlradepartmental,  interagency,  community-based,  and  statewide  systems  changes  accomplished  through  the 
establishment  of  the  State  Adolescent  Health  Program  Coordinator  position  will  be  monitored  through 
documentation  of  individuals  participating  in  meetings,  information  shared  across  provider  groups  and  agencies, 
and  the  degree  to  which  the  particular  targeted  adolescent  health  and  social  problem  areas  are  addressed  in  a 
coordinated  manner. 

The  adolescent  health  conference  in  year  3  will  be  evaluated  by  conference  participants.  Participation  in  the 
statewide  adolescent  biennial  health  survey  and  its  effectiveness  in  collecting  baseline  information  on  adolescent 
risk  behaviors  and  in  enabling  targeting  of  resources  will  be  measured.  In  year  5.  focus  groups  will  help  evaluate 
the  success  of  interagency  efforts  and  set  a  future  direction. 
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Coordinating  Oregon's  Adolescent  Health 

MCHIP 

Services 

MCJ-413A29 

Oregon  Department  of  Human  Resources 

10/01/92-09/30/97 

Oregon  Health  Division 

Project  Director(s): 

Adolescent  Health  Program 

Donna  Clark,  R.N.,  M.N. 

800  Northeast  Oregon  Street,  #21 

Contact  Person: 

Portland,  OR  97232 

Tammis  Alexander 

(503)  731-4399  or  731-4021 

(503)  731-4083  fax 

PROBLEM:  In  Oregon,  as  across  the  country,  adolescents  experience  a  number  of  problems  that  threaten  their 
overall  heaUh  and  well-being.  These  problems  include  unintentional  and  intentional  injuries;  pregnancy;  sexual 
abuse;  sexually  transmitted  diseases;  abuse  of  alcohol,  tobacco,  and  other  drugs;  lack  of  access  to  age- 
appropriate,  confidential  health  care;  depression;  and  inappropriate  eating  behaviors. 

Oregon  has  a  number  of  programs  designed  to  address  adolescent  health  issues.  However,  they  often  are 
fragmented  and  single-issue  focused.  The  adolescent  health  coordinator's  centralized  responsibility  within  the 
State  Health  Division  is  to  facilitate  the  coordination  and  improvement  of  existing  programs  and  the 
development  of  new  programs  to  meet  the  health  needs  of  this  population. 

GOALS  AND  OBJECTIVES:  The  ultimate,  long-term  project  goal  is  to  improve  the  health  status  of  Oregon 
adolescents  through  a  concerted,  multifaceted,  multicultural  approach  that  recognizes  the  needs  and  resources  of 
individual  communities.  The  project's  short-term  objectives  are  to: 

1 .  Facilitate  the  coordination  of  program  activities  that  influence  adolescent  health; 

2.  Conduct  a  community-based,  statewide  needs  assessment  of  adolescent  health  concerns;  and 

3.  Develop  a  5-year  adolescent  health  action  plan  based  upon  the  above  needs  assessment. 

METHODOLOGY:  A  coordinating  team  composed  of  individuals  representing  agencies  that  serve  adolescents 
will  be  established.  The  team  will  develop  a  guide  for  use  at  the  local  level  that  will  outline  strategies  to 
coordinate  existing  adolescent  health  services  and  programs. 

In  collaboration  with  existing  adolescent  community  needs  assessment  efforts,  a  county-by-county,  statewide 
needs  assessment  report  will  be  produced.  A  multidisciplinary  workshop  designed  to  produce  a  long-term 
adolescent  health  action  plan  will  be  implemented. 

EVALUATION:  Evaluation  will  be  based  on  the  impact  of  project  activities  on  program  coordination.  The 
results  of  the  evaluation  will  be  used  in  planning  future  directions.  An  assessment  will  be  made  of  the 
effectiveness  of  both  the  adolescent  health  coordinating  team  and  the  local  coordination  guide  in  improving 
program  coordination.  The  needs  assessment  report  will  be  evaluated  in  terms  of  content  and  overall  usefulness. 

EXPERIENCE  TO  DATE:  The  project  has  participated  in  the  following:  MCH  Block  Grant  process; 
coordination  of  Teen  Risk  Reduction  Committee  (ongoing);  School-Based  Health  Center  Network  coordination 
and  technical  assistance;  development  of  a  School-Based  Health  Center  Annual  Workshop;  coordination  of 
successful  Robert  Wood  Johnson  Grant  process.  Making  the  Grade;  REACH  Resource  Center-Denver,  Training 
of  Trainers  Conference;  membership  in  Oregon's  team  to  National  Association  of  State  Boards  of  Education 
Healthy  Action  Network;  Risk  Focus  Prevention  Task  Force;  Governor's  Special  Task  Force  on  Teen  Pregnancy 
Prevention;  Reduce  Adolescent  Pregnancy  Project  (RAPP)  Steering  Committee  and  training  facilitator;  and 
development  of  process  and  request  for  proposal  for  Preventive  Health  Block  Grant  for  School-Based  Health 
Center;  and  planning  committee  for  Adolescent  Health  Council. 
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Public-Academic  Partnership  for  School-Based 

Health 

MCJ-45SH01 

South  Carolina  Department  of  Mental  Health 

10/01/95-09/30/2000 

Division  of  Child,  Adolescent,  and  Family 

Project  Director(s): 

P.O.  Box  485 

Jerome  Hanley,  Ph.D. 

Columbia,  SC   29202 

(803)  734-7859 

(803)  734-7879  fax 

PROBLEM:  One  out  of  every  five  grade-school  students  in  the  Nation  has  significant  mental  health  problems 
that  require  attention.  In  South  Carolina,  only  19  percent  of  children  and  youth  needing  mental  health  services 
receive  them.  School-age  children  and  youth  with  emotional  problems  often  display  inappropriate  behaviors  that 
seriously  impair  their  ability  to  succeed  in  schools.  Their  emotional  problems  can  cau.se  anxiety  and  depression 
and  result  in  challenging  behaviors  such  as  aggression  and  disruption.  Primary  mental  health  resources  for 
school-age  children  and  youth  can  focus  early  attention  on  such  problems  and  promote  preventive  activity 
designed  to  reduce  their  prevalence. 

GOALS  AND  OBJECTIVES:  The  ultimate  goal  of  this  project  is  to  increase  opportunities  for  children  and 
youth  to  be  full  participants  in  education.  Project  objectives  are  to  improve  the  coordination  of  health  and 
mental  health  services  in  school  settings,  increase  access  to  mental  health  services  in  school  districts  across  the 
State,  involve  students  from  a  predominantly  minority  college  in  school  health  services,  and  demonstrate  that 
improved  coordination  of  and  access  to  mental  health  services  for  school-age  children  will  improve  other  aspects 
of  the  children's  lives. 


METHODOLOGY:  The  South  Carolina  Departments  of  Mental  Health.  Education,  and  Health  and 
Environmental  Control  have  developed  this  project  to  coordinate  mental  health  services  for  children  and  youth  in 
schools.  This  project  will  coordinate  service  delivery  at  the  State  level  between  the  departments  and  Benedict 
College,  a  historically  African-American  college.  The  project  will  then  establish  programs  in  two  local  school 
districts  to  demonstrate  how  communities  can  work  together  to  address  the  mental  health  needs  of  students  in 
schools. 

The  project  will  establish  local-  and  State-level  advisory  councils  that  include  parents  of  children  with  emotional 
problems,  local  school  district  administrators,  teachers,  other  school  staff,  health  department  staff,  mental  health 
center  staff,  and  community  leaders. 

The  State  Advisory  Council  will  determine  barriers  to  local  coordination  of  services  and  recommend  actions  to 
overcome  these  barriers.  The  Advisory  Council  will  offer  training  opportunities  to  local  communities.  The  local 
advisory  councils  will  establish  focus  groups  to  recommend  what  school-based  mental  health  services  are  needed 
in  each  community  and  how  they  should  be  implemented.  Information  from  these  groups  will  be  used  to 
develop  each  local  program. 

In  the  project's  first  year,  school-based  mental  health  programs  will  be  established  in  Hampton  School  District  2 
and  Lexington  School  District  4.  Services  to  be  provided  will  be  determined  at  the  local  level,  but  could  include 
individual  and  group  therapy,  parent  or  student  groups,  classroom  instruction,  and  seminars  for  teachers  and 
school  staff. 

During  the  subsequent  4  years  of  the  project,  school-based  mental  health  projects  will  be  implemented  in  at  least 
two  additional  school  districts  each  year. 

The  project  will  involve  students  from  Benedict  College,  a  historically  minority  college.  Benedict  College 
students  may  act  as  peer  counselors,  tutors,  group  leaders,  and  role  models.  Many  students  at  Benedict  College 
have  experienced  difficulties  in  public  school  themselves.  Therefore,  these  students  are  ideal  to  serve  as  role 
models  and  mentors  for  elementary  and  middle-school  students.  This  program  will  introduce  undergraduate 
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students  at  Benedict  College  to  mental  health  services  in  the  schools,  and  may  encourage  them  to  continue  in 
graduate  school  to  become  child  mental  health  professionals.  South  Carolina,  like  the  rest  of  the  Nation,  is 
experiencing  a  shortage  of  mental  health  professionals  trained  in  providing  services  to  children  and  adolescents, 
[f  Benedict  students  are  not  interested  in  graduate  school,  this  program  may  encourage  them  to  pursue  bachelor- 
evel  jobs  with  the  State  public  welfare  agency. 

rhis  project  will  be  a  cooperative  effort  between  State-level  agencies  and  local  education,  mental  health,  social 
services,  and  health  agencies.  Information  about  the  project  will  be  disseminated  to  community,  business,  and 
ndustry  leaders  and  organizations.  Community  education  will  involve  staff  and  Advisory  Committee 
presentations  to  community  organizations.  Education  and  sharing  of  results  will  be  ongoing. 


EVALUATION:  The  project  will  be  evaluated  in  terms  of  whether  improved  coordination  of  and  access  to 
Tiental  health  services  for  school-age  children  have  improved  other  aspects  of  the  children's  lives.  Each  local 
project  will  compile  baseline  data  on  school  attendance,  academic  performance,  school  disciplinary  referrals, 
ruancy,  serious  incident  reports,  suspensions,  expulsions,  out-of-home  placements  for  emotional  disturbance, 
md  involvement  with  the  juvenile  justice  system.  These  data  will  then  be  compiled  for  each  site  at  the  end  of 
5ach  project  year. 

rhe  project  will  also  evaluate  whether  the  process  steps  outlined  in  the  proposal  were  followed.  This  will 
nvolve  determining  whether  the  State  and  local  advisory  councils  were  active,  whether  they  included  players 
;uch  as  parents  and  community  leaders,  and  whether  they  held  required  training  sessions. 


Adolescent  Health  Program 

MCHIP 

Virginia  Department  of  Health 

MCJ-513A31 

Division  of  Maternal  and  Child  Health 

10/01/92-09/30/97 

P.O.  Box  2448 

Project  Director(s): 

1500  East  Main  Street,  Suite  137 

Cecilia  E.  Barbosa,  M.P.H., 

Richmond,  VA  23218-2448 

M.C.R.P. 

(804)  786-7367 

Contact  Person: 

(804)371-6031  fax 

Elisabeth  B.  Hutton,  Ph.D., 

R.N.C. 

I'ROBLEM:  As  reported  by  the  Governor's  Child  Health  Task  Force,  Virginians  hold  high  hopes  for  their 
children.  Yet  the  future  of  many  of  Virginia's  children  and  adolescents  is  at  risk.  Although  Virginia  has  made 
substantial  progress  in  meeting  the  health  care  needs  of  children  and  adolescents,  challenges  remain. 

Vlore  than  200,000  children  in  Virginia  live  in  families  that  cannot  afford  basic  health  care.  In  1993,  43  percent 
3f  Virginia's  children  resided  in  homes  where  the  household  income  was  200  percent  of  the  poverty  Hne  or  less; 
14  percent  of  the  children  had  no  health  insurance.  In  1992,  the  motor  vehicle  death  rate  for  youth  ages  15-19 
vas  28.6/100,000  children.  Today,  Virginia's  youth  face  a  set  of  health-related  conditions — collectively  termed 
'new  morbidity"  or  high-risk  behaviors — such  as  alcohol  and  drug  abuse,  teen  pregnancy,  violent  behavior, 
school  failure  and  dropout,  and  suicide.  The  challenge  for  the  Virginia  Department  of  Health  (VDH)  is  to 
mprove  opportunities  to  catalyze  and  support  local  community  actions  to  address  the  problem  of  adolescents  at 
isk  by  providing  a  leadership  role  in  stimulating  interest,  providing  technical  assistance  and  consultation, 
"unding  programs  that  especially  target  adolescents,  and  facilitating  coordination  among  Virginia's  public 
igencies  to  provide  maximum  benefit  to  this  population. 


jOALS  and  OBJECTIVES:  VDH  will  develop  an  adolescent  health  program  through  the  establishment  of  an 
adolescent  health  program  coordinator  (consultant)  position  within  the  Division  of  Child  and  Adolescent  Health. 
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The  program  will  identify  the  lack  of  or  gaps  in  adolescent  health  services  and  will  address  the  problem  of  poor 
coordination  among  adolescent  health-related  programs  in  Virginia  to  foster  the  development  of  successful, 
multicomponent,  community  wide  adolescent  health  prevention  programs  that  are  responsive  to  local  needs  and 
ethnoculturally  distinct  groups.  The  objectives  are  to: 

1 .  Generate  a  comprehensive  adolescent  health  needs  assessment; 

2.  Continue  to  convene  a  statewide  adolescent  health  task  force; 

3.  Pursue  alternative  sources  of  funding  to  expand  the  adolescent  health  program  and  to  replace  Federal 
funding; 

4.  Provide  ongoing  technical  assistance,  consultation,  and  training  for  VDH,  its  local  health  departments, 
public  agencies,  and  private  organizations;  and 

5.  Facilitate  the  development,  implementation,  and  evaluation  of  adolescent  at-risk  prevention  programs. 

METHODOLOGY:  To  monitor  the  health  status  of  Virginia's  youth,  the  coordinator  will  analyze  trends  and 
patterns  of  adolescent  health  and  risk-behavior  indicators  for  annua!  profiles  of  Virginia's  adolescent  population. 
Information  will  be  disseminated  to  national.  State,  and  local  adolescent  health  programs.  A  statewide 
adolescent  health  task  force — composed  of  multiracial/multiethnic  adolescent  health  care  service  providers, 
educators,  and  other  adolescent  advocates — will  continue  to  develop  long-term  objectives  and  explore  alternative 
sources  of  funding. 

The  coordinator  will  participate  in  national  and  statewide  adolescent  advocacy  committees  and  associations, 
develop  and  implement  a  plan  for  providing  annual  statewide  education  conferences  for  health  professionals,  and 
establish  statewide  adolescent  health  resources  within  the  office's  resource  library.  The  coordinator  also  will 
provide  direction,  leadership,  support,  technical  assistance,  and  consultation  within  VDH  and  local  health 
departments  in  monitoring  and  achieving  Healthy  People  2000  objectives  relating  to  adolescent  health. 

EVALUATION:  The  director  of  the  Division  of  Child  and  Adolescent  Health  and  the  coordinator  will  meet 
bimonthly  to  track  progress  on  the  accomplishment  of  activities  within  timeframes.  The  needs  assessment  data 
and  information  will  be  tracked  and  compiled  into  a  State  profile  on  an  annual  basis,  using  an  index  of 
adolescent  health  indicators.  In  addition,  the  coordinator  will  incorporate  the  progress  and  status  of  proposed 
activities  into  the  Maternal  and  Child  Health  Bureau-maternal  and  child  health  improvement  project  annual 
report. 

EXPERIENCE  TO  DATE:  An  adolescent  health  program  coordinator  position  was  filled  June  21,  1993,  by  a 
public  health  nurse  consultant,  in  accordance  with  the  State's  compensation  and  classification  standards. 
Between  June  21  and  September  30,  1993,  an  inventory  was  completed  of  existing  department  of  health 
programs  providing  services  to  adolescents,  and  information  was  collected  related  to  statewide  adolescent  health 
programs  and  service  delivery  systems.  The  coordinator  has  begun  compiling  assessment  data  w  iih  the  goal  of 
preparing  an  annual  adolescent  health  profile.  The  statewide  adolescent  health  task  force  was  established,  and 
the  first  meeting  was  held  March  31,  1994,  with  a  second  meeting  planned  for  May  19,  1994.  The  coordinator, 
who  has  given  three  presentations  to  diverse  community  groups,  continues  to  explore  ways  to  pursue  alternate 
sources  of  funding,  provide  technical  assistance,  develop  a  mechanism  to  disseminate  information  about  the 
adolescent  health  program,  and  be  involved  in  several  intra-agency  and  interagency  projects  involving 
adolescent  health. 
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Adolescent  Health  Initiative 

MCHIP 

West  Virginia  Department  of  Health  and  Human 

MCJ-543A34 

Resources 

10/01/92-09/30/97 

Bureau  of  Public  Health 

Project  Director(s): 

Office  of  Maternal  and  Child  Health 

J.  Nelson  Parker,  M.S. 

1411  Virginia  Street  East 

Charleston,  WV  25301-3013 

(304)  558-5388 

(304)  558-2183  fax 

PROBLEM:  West  Virginia  has  had  no  coordinated  program  for  adolescent  health.  A  number  of  efforts  to 
include  the  community,  in  particular  the  Adolescent  Pregnancy  Prevention  Project,  have  been  undertaken  to 
solve  specific  adolescent  health  problems.  Focus  is  needed  for  the  development  of  an  adolescent  health  program 
that  will  target  youths  ages  10-17,  with  special  emphasis  on  adolescents  in  families  below  150  percent  of  the 
Federal  poverty  level. 

In  West  Virginia,  the  availability  of  health  care  services  to  the  adolescent  population  has  been  limited.  The 
overall  economy  supports  few  established  medical  facilities.  The  rural  nature  of  West  Virginia  and  lack  of 
transportation  services  limit  access  to  medical  care.  Of  the  children  living  in  poverty,  40  percent  do  not  receive 
Aid  to  Families  with  Dependent  Children/ AFDC-U  or  medicaid  services. 

GOALS  AND  OBJECTIVES:  The  project  has  the  following  goals: 

1 .  The  Adolescent  Health  Initiative  (AHI)  program  director,  under  the  direction  of  the  Office  of  Maternal  and 
Child  Health  (OMCH),  will  develop  and  implement  a  plan  to  improve  the  health  of  West  Virginia 
adolescents; 

2.  The  AHI  program  director  will  coordinate  efforts  to  provide  needs  assessments,  technical  assistance, 
interagency  networking,  and  communication  regarding  adolescent  health  issues;  and 

3.  The  AHI  will  focus  efforts  to  improve  access  to  and  availability  of  health  programs  for  adolescents  in  West 
Virginia. 


METHODOLOGY:  This  project  will  employ  an  adolescent  health  coordinator/director  to  join  the  staff  of  the 
West  Virginia  OMCH.  A  new  section  program,  to  be  called  the  Adolescent  Health  Initiative,  will  be  formed  in 
the  Division  of  Infant  and  Child  Health.  OMCH.  The  AHI  program  director  will  supervise  eight  adolescent 
health  specialists,  one  assigned  to  each  region  of  the  State.  The  specialists  will  work  with  health  care  providers, 
schools,  youth  groups,  community  coalitions,  and  parents  to  provide  technical  assistance,  improve  networking 
and  communication,  identify  access  and  availability  issues,  promote  public  awareness  of  adolescent  health 
issues,  and  work  with  local  groups  to  solve  problems  related  to  adolescent  health. 

The  AHI  program  director  also  will  coordinate  the  West  Virginia  Adolescent  Health  Advisory  Council  of  the 
OMCH  Medical  Advisory  Committee.  The  advisor)'  council  will  function  as  a  forum  for  coordinated  planning, 
data  gathering  and  sharing,  resource  development,  and  facilitation  of  community  interest  and  action.  Each  of  the 
eight  adolescent  health  specialists  will  coordinate  efforts  at  the  local  level  to  improve  access  and  availability  of 
services  and  promote  health  education  for  adolescents. 

EVALUATION:  The  AHI  program  director  will  prepare  quarterly  reports  for  the  West  Virginia  OMCH  that 
address  the  project's  goals  and  objectives,  progress  made  toward  fulfilling  each,  and  a  description  of  the 
activities  of  the  eight  regional  adolescent  health  specialists.  The  AHI  program  director  will  meet  monthly  with 
the  director  of  the  Division  of  Infant  and  Child  Health,  OMCH,  to  track  progress  toward  the  objectives. 
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Needs  assessment  data  and  adolescent  health  status  information  will  be  updated,  tracked,  and  compiled  into  a 
West  Virginia  adolescent  health  profile.  The  profile  will  be  used  to  increase  public  awareness  of  adolescent 
health  issues  and  to  evaluate  program  effectiveness. 
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The  Maternal  and  Child  Health  program  has  provided  resources,  including  personnel  and  funds,  to  basic  school 
health  programs  in  most  States  since  the  program  was  first  established  through  enactment  of  Title  V  of  the  Social 
Security  Act  in  1935.  MCH  resources  have  supported  comprehensive  school  health  programs  including  health 
education,  health  services,  and  healthy  school  environments. 

Recendy,  school  health  programs  have  also  been  supported  to  enhance  access  to  primary  care  for  children  and 
adolescents  who  have  been  underserved  by  the  conventional  health  care  delivery  system. 

The  health  needs  of  the  school-age  population  have  dramatically  changed  in  the  past  two  decades.  Adolescents 
especially  face  more  numerous  and  life-threatening  health  risks  than  did  youth  in  recent  generations. 
Comprehensive  health  services  in  schools  provide  one  avenue  to  reach  more  youth  with  prevention  messages  and 
interdisciplinary  care. 

In  fiscal  year  1995,  the  Maternal  and  Child  Health  Bureau  and  the  Bureau  of  Primary  Health  Care  collaborated 
on  the  Healthy  Schools,  Healthy  Communities  (HSHC)  program,  a  group  of  projects  aimed  at  reducing  the 
critical  health  problems  of  the  school-age  population.  The  HSHC  program  and  funded  projects  are  described  in 
more  detail  within  this  chapter. 

In  addition  to  HSHC,  projects  in  this  chapter  include  comprehensive  and  targeted  school  health  resource  centers, 
training  initiatives,  school  health  data  systems  development,  and  a  local  school-based  health  care  demonstration 
project. 


Denver  Board  of  School  Health 

MCHIP 

University  of  Colorado 

MCJ-083814 

Health  Sciences  Center 

10/01/91-09/30/96 

Denver  School-Based  Clinics 

Project  Director(s): 

4200  East  Ninth  Avenue,  Box  B-206 

David  W.  Kaplan,  M.D.,  M.P.H. 

Denver,  CO   80262 

Contact  Person: 

(303)  861-6133  or  692-2377 

Bruce  P.  Guernsey,  M.S.W. 

(303)  782-5596  fax 

PROBLEM:  The  Denver  community  has  a  history  of  innovative  health  initiatives  and  school-  and  community- 
based  resources  for  deUvering  primary  health  care,  mental  health  care,  and  related  human  services  to  its  children 
and  youth.  Yet  primary  preventive  health  and  mental  health  services,  as  structured  during  the  1980s,  have  often 
been  fragmented  and  difficult  to  access  for  Denver's  children  and  their  families,  and  particularly  for  those  who 
need  them  most.  Unacceptable  levels  of  health  and  health-related  educational  problems  have  been  prevalent 
among  Denver's  children  and  youth,  including  low  immunization  levels;  physical  and  sexual  abuse;  high  rates  of 
substance  abuse;  depression  and  suicide;  unintended  pregnancy;  poor  birth  outcomes;  sexually  transmitted 
diseases;  gang,  domestic,  and  other  interpersonal  violence;  and  academic  failure  and  school  dropouts. 

Diminishing  dollars  for  government  safety-net  programs  have  forced  public  agencies  to  prioritize  their  use  of 
resources  toward  high-cost  services  such  as  emergency  room  care  and  away  from  prevention.  Unnecessarily 
high  costs  continue  for  basic  primary  health  and  mental  health  services  that  are  offered  in  isolation  from  one 
another.  Less  easy  to  measure  are  the  human  costs,  including  lost  time  and  travel  costs  to  families  and  children, 
and  real  costs  to  the  community  in  diminished  graduation  rates  and  ultimately  diminished  productivity  among  its 
citizens. 

Health  care  reform  may  offer  some  hope  in  resolving  these  problems  by  ensuring  universal  access  to  health  care 
for  all  Americans.  However,  increasing  emphasis  on  cost-saving  strategies  such  as  managed  care,  copayments, 
and  capitation  payment  arrangements  may  actually  serve  to  encourage  providers  and  families  to  seek  preventive 
care  less  often.  And  barriers  to  preventive  health  care  services  are  more  than  financial.  Single-parent  and  two- 
income  families  have  difficulty  transporting  their  children  for  care.  Adolescents  lack  the  experience  and 
personal  resources  to  access  care,  and  they  often  require  confidential  services  for  their  most  serious  problems. 

GOALS  AND  OBJECTIVES:  As  established  through  a  detailed  multiagency  memorandum  of  understanding, 
the  overarching  mission  of  the  Denver  School  Health  Coordinating  Council  is  to  develop,  test,  and  disseminate 
collaborative  approaches  to  delivering  health  services  to  children  and  youth  attending  Denver  Public  Schools 
within  the  school  setting  that  will  serve  as  a  model  for  Denver,  the  State  of  Colorado,  and  the  Nation.  The  goals 
are  to: 

1.  Improve  the  general  health  status — physical,  psychological,  social,  and  educational — of  Denver's  public 
school  students; 

2.  Establish  community  involvement  at  all  levels  for  the  purpose  of  planning,  financing,  implementation, 
evaluation,  replication,  and  dissemination  of  a  system  for  ensuring  access  to  basic  primary  health  care 
services  for  all  Denver  public  school  children; 

3.  Define  and  make  accessible  a  basic  level  of  primary  health  care  for  children  attending  Denver's  public 
schools; 

4.  Bring  diverse  sources  of  alternative  financing  to  bear  on  the  problem  of  access  to  primary  health  services  for 
all  children  attending  Denver's  public  schools;  and 

5.  Support  the  public  schools'  mission  to  educate  students,  reduce  school  dropout,  and  improve  academic 
achievement. 
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The  following  objectives  are  central  to  project  success: 

1.  Establish  a  prototype  administration  for  school-based  health  and  mental  health  programs  involving  key 
community  partners  in  a  planning  process  for  improving  the  primary  preventive  health  care  delivery  system 
for  school-age  children  in  Denver; 

2.  Open  pilot  school-based  clinic  sites  in  elementary,  middle,  and  high  schools; 

3.  Obtain  capitated  third-party  reimbursement,  or  remove  barriers  to  third-party  billing; 

4.  Establish  education  and  training  programs  with  a  strong  clinical  emphasis  for  school  nurses  and  other 
midlevel  primary  care  providers  working  in  schools,  through  the  University  of  Colorado  School  of  Nursing; 

5.  Reduce  the  low  birthweight  rate  for  babies  born  to  girls  ages  1 3-19; 

6.  Increase  immunization  levels; 

7.  Decrease  the  use  of  tobacco  products,  alcohol,  and  other  drugs; 

8.  Decrease  levels  of  depression  and  suicidal  ideation  among  students; 

9.  Reduce  violence; 

10.  Decrease  birthrates  among  target  populations;  and 

1 1 .  Reduce  school  suspensions  and  dropouts. 

METHODOLOGY:  The  project  is  implemented  using  four  interrelated  strategies  and  associated  activities  to 
ensure  that  all  children  and  youth  have  access  to  a  full  range  of  needed  services: 

1.  Solidify  interagency  linkages  and  increase  the  opportunities  for  collaboration  among  service  providers; 

2.  Pilot,  expand,  and  evaluate  models  of  school-based  care; 

3.  Improve  the  integration  of  primary  health  service  delivery  to  school-age  children  in  Denver;  and 

4.  Restructure  the  system  of  financing  for  primary  health  care  services  to  children. 

EVALUATION:  Tracking  of  programs  and  evaluation  is  accomplished  through  the  project's  computerized  data 
base  management  system.  School  HealthCare  ONLINE!!!,  which  has  been  developed  by  the  project  over  the  last 
7  years  especially  for  use  by  school-based  health  center  programs.  Currently  in  use  in  30  States  and  more  than 
200  school  sites,  this  personal  computer-based  management  information  system  permits  tracking  of  a  large 
number  of  service  and  program  variables.  Data  arc  entered  at  school  sites  from  data  collection  forms  generated 
by  clinical  staff.  A  case  management  component  facilitates  followup  with  students  by  providers.  Refined  this 
year  through  a  Robert  Wood  Johnson  Foundation  grant  to  include  a  billing  package,  the  system  is  in  use  in 
several  States  to  capture  medicaid  and  other  third-party  revenues. 

Through  a  grant  from  the  Carnegie  Corporation  of  New  York,  an  evaluation  of  the  seven  Montbello  school- 
based  health  center  pilot  sites  is  underway  to  assess  the  effectiveness  of  the  various  interventions  on  health 
status.  Health  status  variables  are  expected  to  include  immunization  rales,  substance  abuse,  school  suspensions 
for  health  and  mental  health-related  problems  such  as  substance  abuse  and  fighting,  school  absences,  health  risk 
behaviors,  academic  achievement  and  dropout  and  graduation  rates,  and  birthrates.  These  variables  will  be 
measured  through  the  project's  management  information  system,  surveys,  selected  chart  audits,  and  vital 
statistics. 

Health  systems  and  financial  variables  are  being  monitored  as  well  as  increases  in  time  devoted  to  clinical  care 
by  school  health  personnel,  increased  in-kind  contributions  to  school-based  primary  care  services,  and  the 
proportion  of  project  revenue  from  third-party  sources  of  health  care  reimbursement,  including  public  (medicaid 
and  Early  and  Periodic  Screening,  Diagnostic  and  Treatment)  and  private  sources. 

EXPERIENCE  TO  DATE:  The  2-1/2  years  of  the  Denver  Board  of  School  Health  (known  in  the  city  as  the 
Denver  School  Health  Coordinating  Council)  have  been  very  successful.  During  1992  and  summer  1993. 
council  agencies  agreed  upon  services,  resources,  and  management  of  a  major  expansion  of  school-based  health 
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centers  to  reach  an  underserved  population  of  children  and  youth  attending  seven  public  schools.  New  health 
centers  located  in  the  Montbello  community  of  northeast  Denver  became  fully  operational  in  fall  1993,  targeting 
more  than  5,000  students. 

The  primary  health  care  services  offered  through  the  Denver  School-Based  Health  Centers  now  are  accessible  to 
more  than  9,000  students,  preschool  through  12th  grade,  or  14  percent  of  the  total  students  attending  Denver 
public  schools. 

In-kind  commitments  have  been  made  by  the  partner  agencies  in  support  of  the  school-based  health  center 
initiative,  totaling  16.5  full-time  equivalent  professional  and  support  staff.  In-kind  contributions  account  for 
about  80  percent  of  the  project  budget  for  FY  1993-94. 

The  Montbello  initiative  is  also  serving  as  a  field  test  for  expanding  the  primary  care  service  delivery  capacity  of 
existing  school  nurses,  of  whom  there  are  50  in  Denver  public  schools.  For  the  past  1-1/2  years,  seven  school 
nurses  have  participated  in  classes  through  the  University's  School  of  Nursing,  and  in  primary  care  clinical 
practice  through  Denver  Health  and  Hospitals'  Neighborhood  Health  Centers.  These  nurses  have  already  begun 
providing  primary  care  services  in  their  assigned  school  sites,  under  protocol  and  with  medical  backup  and 
supervision  provided  by  a  physician.  The  nurses  report  being  excited  about  their  coursework  and  new  skills,  and 
they  will  be  eligible  to  sit  for  nurse  practitioner  certification  examinations  this  fall.  The  Denver  experience  is 
serving  as  a  template  for  a  statewide  initiative  to  upgrade  the  skills  of  school  nurses  in  the  delivery  of  primary 
care  services. 

A  memorandum  of  understanding  has  been  drafted  that  details  how  the  interagency  collaboration  will  work 
through  the  year  2000.  Ongoing  management  and  governance  issues  have  been  successfully  resolved  through 
the  negotiation  of  this  document.  Perhaps  most  important,  a  serious  budget  crisis  was  resolved  last  fall,  and  all 
10  school-based  health  center  sites  are  continuing  to  operate.  The  name  of  the  program  was  changed  from  the 
Denver  School-Based  Clinics  to  the  Denver  School-Based  Health  Centers,  reflecting  the  comprehensiveness  of 
the  services  and  the  new  direction  provided  through  stronger  interagency  collaboration. 

This  year,  the  project's  administrative  staff  provided  important  leadership  in  dissemination  and  replication  of  the 
school-based  health  center  (SBHC)  model  at  the  State  level,  resulting  in  a  statewide  SBHC  planning  initiative 
funded  through  the  Robert  Wood  Johnson  Foundation's  "Making  the  Grade"  initiative.  Denver  program 
administrators  will  continue  to  provide  leadership  for  this  new  initiative,  which  is  designed  to  develop 
infrastructure  in  the  State  for  replicating,  organizing,  and  financing  SBHCs. 


Expanded  School  Health  Resource 

Project 

MCHIP 

University  of  Colorado 

MCJ-087794 

School  of  Nursing 

10/01/94-09/30/99 

Office  of  School  Health 

Project  Director(s): 

4200  East  Ninth  Avenue,  C287 

Judith  B.  Igoe,  R.N,  M.S. 

Denver,  CO   80262 

Contact  Person: 

(303)  270-7435 

Marilyn  Harmacek 

(303)  270-3198  fax 

PROBLEM:  The  existing  Maternal  and  Child  Health  Bureau  (MCHB)  school  health  reference  collection  and 
information  systems  have  limitations  to  responding  to  the  growing  demand  from  Title  V  agencies,  school 
administrators  and  health  care  professionals  for  technical  assistance  and  resource  services  related  to  the  area  of 
expanded  school  health  services.  The  Healthy  Schools/Healthy  Communities  Initiative  as  well  as  the 
reauthorization  of  the  Elementary  and  Secondary  Education  Act  that  includes  school  health  services  and  the 
Robert  Wood  Johnson  Foundation's  Making  the  Grade  program  place  numerous  Title  V  agencies  and  other 
organizations  in  the  position  of  needing  ready  access  to  school  health  information.  As  these  programs  get 
underway,  planning  efforts,  which  often  require  resource  documents  and  model  program  information,  must  begin 
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immediately.  Unfortunately,  school  health  information  (e.g.,  technical  reports,  research  documents,  clinical 
interventions,  policies,  model  programs)  have  been  located  in  numerous  databases  (e.g.,  ERIC,  MedLme,  Psych 
Abstracts)  and  are  difficult  to  retrieve.  Much  valuable  information  is  unpublished  and  filed  away  in  Slate  agency 
or  local  program  files.  For  these  reasons  the  School  Health  Reference  Collection  was  started  at  the  University  of 
Colorado  Office  of  School  Health  (OSH)  in  1992  as  a  subcontract  from  the  National  Center  for  Education  in 
Maternal  and  Child  Health.  The  resources  available  through  subcontract,  however,  are  limited  and  do  not  allow 
OSH  to  adequately  respond  to  the  increased  volume  in  technical  assistance  requests.  The  gap  in  resource  service 
availability  to  State  and  local  programs  will  increase  substantially  once  the  new  initiatives  in  expanded  school 
health  services  are  underway. 


GOALS  AND  OBJECTIVES:  The  purpose  of  the  Expanded  School  Health  Resources  (ESHR)  is  to  provide 
educators,  school  administrators,  health  care  professionals,  and  community  groups  with  the  technical 
information,  materials,  and  resource  assistance  they  need  to  make  informed  decisions  regarding  the 
development/expansion  of  health  services  in  the  school  setting.  Specific  goals  of  the  project  are  to: 

1.  Expand  and  diversify  the  existing  MCHB  Reference  Collection  at  OSH  to  include  additional  printed 
materials,  audiovisual  resources,  training  manuals,  information  on  exemplary  programs,  and  professional 
resources  related  to  emerging  priority  areas  in  expanded  school  health  services; 

2.  Provide  ongoing  technical  information  and  resource  assistance  services  to  educators,  school  administrators, 
health  care  professionals,  and  community  groups  to  assist  them  in  planning,  implementing,  and  sustaining 
expanded  school  health  services  in  their  States  and  local  communities;  and 

3.  Develop  resource  packets  and  publications  that  can  be  used  as  reference  and  resource  material  by  school, 
health,  and  community  groups  wishing  to  start  a  program  or  confronting  a  particular  issue  in  the 
development  of  expanded  school  health  services. 

METHODOLOGY:  An  ESHR  National  Advisory  Council  (NAC)  will  consist  of  an  eight-member 
interdisciplinary  team  that  will  provide  input  into  the  project  from  a  variety  of  community  perspectives  and  will 
provide  overall  guidance  in  project  implementation.  The  NAC  will  select  priority  topic  areas  in  which  ESHR 
will  focus  its  reference  collection  expansion.  Topical  issues  for  reference  collection  expansion  may  include 
areas  such  as  immunizations  in  schools,  substance  abuse  services,  school-based/school  linked  primary  health 
care  and  dental  care,  services  for  children  with  chronic  illness,  outreach  services  in  Hispanic/  African- 
American/Indian  American  communities,  preschool/EPS DT/Head  Start  health  services,  student  assistance 
programs,  family  resource  services,  or  other  topics  suggested  by  council  members.  Each  year  the  NAC  will 
identify  three  topic  areas  in  which  ESHR  will  focus  its  acquisition,  technical  assistance,  and  resource 
packet/publications  development. 

ESHR  staff,  with  help  from  content  experts  in  the  field  of  school  health,  will  conduct  a  systematic  review  of 
materials  available  (including  articles,  documents,  manuals,  videos)  related  to  the  priority  topic  areas  and  will 
add  these  resources  to  the  reference  collection  holdings.  Further,  ESHR  staff  and  content  experts  will  identify 
best  practice  programs  and  will  develop  best  practice  files  describing  successful  local  implementation  of 
expanded  school  health  services.  In  addition,  an  interdisciplinary,  multicultural  talent  bank  will  be  developed  of 
experts  in  the  various  topic  areas  of  expanded  school  health  services.  These  persons  will  provide  backup  to 
ESHR  staff  in  responding  to  technical  assistance  requests.  ESHR  staff  will  also  refer  school  and  community 
groups  to  these  experts  for  further  consultation  and  assistance  on  program  development. 

ESHR  staff  will  provide  a  variety  of  technical  assistance  services  including  a  toll-free  help  line,  copies  of 
articles,  bibliographies,  literature  reviews,  information  on  exemplary  programs,  and  monthly  computer  updates 
on  new  resources,  trainings,  and  issues  related  to  the  development  of  expanded  school  health  services.  An 
additional  feature  will  be  the  development  of  15  topical  resource  packets  to  serve  as  starter  kits  for  school, 
health,  and  community  groups  wishing  to  begin  the  development  of  specific  components  of  expanded  school 
health  services. 

ESHR  will  develop  linkages  and  coordinate  with  other  State,  national,  and  local  groups  involved  in  the 
promotion  of  expanded  school  health  services.  Key  contacts  will  include  all  Title  V  directors,  school  health 
professionals  at  State  departments  of  health  and  education,  new  Bureau  of  Primary  Health  Care/Maternal  and 
Child  Health  Bureau  school  health  grantees,  and  25  national  organizations  active  in  the  area  of  school  health 
services.  These  agencies/organizations  will  be  contacted  on  a  regular  basis  to  identify  new  materials,  programs. 
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and  professional  resources  to  be  added  to  the  expanded  reference  collection.  They  will  also  receive  computer 
and  written  quarterly  updates  on  new  technical  information  and  resources  available  and  will  receive  resource 
packets  for  their  reference  and/or  distribution.  The  National  Advisory  Council  members  will  also  play  a  key  role 
in  promoting  awareness  of  and  coordination  with  other  MCH  national  programs  and  initiatives 

EVALUATION:  The  existing  technical  assistance  tracking  system  currently  implemented  at  OSH  will  be  used 
to  monitor  program  implementation.  The  FileMaker  Pro  data  base  will  be  used  to  track  expansion  of  the 
reference  collection  holdings.  Technical  assistance  requests  will  be  logged  on  a  tracking  form;  quarterly  analysis 
will  be  done  of  the  number  of  requests,  topic  areas,  the  type  of  agency  or  group  requesting  information,  and  the 
response  provided  by  ESHR.  On  an  annual  basis  a  telephone  survey  will  be  conducted  with  a  random  sample  of 
reference  collection  users  to  determine  level  of  satisfaction  with  service  and  actions  taken  on  the  basis  of 
materials  and  services  provided. 


School  Nurse  Emergency  Medical  Services  for  EMSC 

Children  MCH-094002 

University  of  Connecticut  Health  Center  10/01/  94-09  /  30  /  96 

Department  of  Pediatrics  Project  Director(s): 

263  Farmington  Avenue  John  R.  Raye,  M.D. 
Farmington,  CT  06030 
(203)  679-2228 


PROBLEM:  School  nurses  in  many  States  have  been  underused  by  emergency  medical  services  (EMS)  systems 
as  health  professionals  providing  prehospital  care  to  children  and  youth.  School  nurses  recognize  their  need  for 
a  program  that  will  prepare  them  to  provide  appropriate  emergency  care  in  schools  or  at  school  activities.  The 
emergency  care  courses  available  to  nurses  are  targeted  to  hospital  settings  or  medical  transport. 

In  1985,  the  Department  of  Pediatrics,  Health  Center,  University  of  Connecticut,  in  collaboration  with  the  State 
Department  of  Education's  School  Health  Services  consultant  and  the  State  Office  of  Emergency  Medical 
Services,  developed  an  effective  model  for  training  school  nurses  that  combines  EMS  and  nursing.  This 
program  has  trained  more  than  900  nurses  but  needs  updating  and  refining  for  national  dissemination. 

GOAL  AND  OBJECTIVES:  The  project  goal  is  to  reduce  morbidity  and  mortality  in  children  and  youth  who 
are  injured  or  become  ill  at  school  through  the  development,  implementation,  and  national  dissemination  of  an 
effective  training  model — School  Nurse  Emergency  Medical  Services  for  Children  (SNEMSC). 

The  objectives  are  that  school  nurses  will: 

1 .  Use  prioritized  assessment  skills  recognized  by  emergency  medical  services  for  children  (EMSC)  in 
identifying  emergency  situations  and  determining  the  seriousness  of  an  illness  or  injury  to  a  student; 

2.  Provide  a  level  of  prehospital  care  in  schools  that  conforms  with  EMSC  protocols  and  policies,  the  ANA's 
1993  National  Standards  of  Clinical  Nursing  Practice,  and  NASN's  1993  School  Nursing  Practice,  Role 
and  Standards; 

3.  Collaborate  with  school  administrators,  school  medical  advisors,  and  public  safety  services  in  developing  a 
comprehensive  school  emergency  plan  that  establishes  pediatric  protocols  for  school  health  services  and 
adequate  communication  between  school  services  and  community  services  to  provide  access  to  emergency 
medical  services  for  all  injured  or  seriously  ill  students; 
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4.  Develop  intervention  strategies  for  specific  students  in  collaboration  with  primary  care  providers,  parents 
(and  students,  when  appropriate),  school  medical  advisers,  school  staff,  and  local  prehospital  and  EMS 
providers  to  ensure  access  to  appropriate  emergency  services  for  students  with  special  health  needs;  and 

5.  Collect  and  analyze  data  on  school-related  injuries  or  serious  illness  to  reduce  risk  of  injury  and  improve  the 
health  and  emergency  care  of  students. 

METHODOLOGY:  The  project  plan  is  to  restructure  the  existing  Emergency  Care  Training  for  School  Nurses 
course  with  the  collaboration  of  such  organizations  as  the  Association  of  MCH  Programs,  Emergency  Nurses 
Association,  National  Association  of  School  Nurses,  and  National  Association  of  Pediatric  Nurse  Associates  and 
Practitioners  for  national  implementation  and  dissemination.  The  SNEMSC  program  is  designed  with  five 
distinct  but  interconnected  phases. 

Phase  1  is  the  initiation  of  the  SNEMSC  program.  A  SNEMSC  office  and  staff  will  be  estabhshed  at  the 
Department  of  Pediatrics;  members  will  be  selected  for  the  steering  committee  and  the  national  advisory 
committee;  an  agreement  will  be  formalized  with  the  Bureau  of  Educational  Research  for  evaluation;  and 
resources,  programs,  writers,  and  consultants  will  be  identified. 

Phase  2  is  program  development.  The  student  and  instructor  manuals  will  be  rewritten  for  mullistate  use.  The 
initial  drafts  will  be  used  in  a  pilot  program  in  Connecticut.  Content  for  each  module  will  be  assessed  for 
validity  and  reliability,  and  modifications  will  be  made  as  needed.  Computer-  or  technology-assisted  learning 
will  be  considered  for  delivery  of  the  program.  Criteria  for  instructors  and  out-of-Slaie  pilot  sites  will  be 
established. 

Phase  3  is  implementation  of  the  SNEMSC  program.  The  project  will  conduct  three  pilot  programs  out  of  State 
to  further  test  course  content  and  effectiveness.  Ten  instructors  will  be  selected  from  other  Slates  for  a  "training- 
of-trainers"  workshop  at  the  beginning  of  year  2. 

Phase  4  is  dissemination  of  the  SNEMSC  program.  During  this  phase,  the  student  and  instructor  manuals  and 
instructional  materials  will  be  published,  and  each  of  the  10  instructors  will  replicate  the  program  al  least  once. 
Project  staff  will  observe  the  replication  courses  and  provide  technical  assistance  or  problem  resolution. 

Phase  5  is  SNEMSC  program  evaluation. 

EVALUATION:  Qualitative  evaluation  is  a  major  component  of  the  development  of  the  curriculum  and 
workshop  instruction  of  the  SNEMSC  program.  Included  in  the  evaluation  are:  (1)  Development  of  the  initial 
measure — a  knowledge  and  skill  measure  covering  content  across  all  instructional  modules  and  aimed  al 
reliability,  content  validity,  and  suitable  item  difficulty  and  discrimination;  (2)  emergency  practice  self-efficacy 
tools,  one  for  each  module,  administered  before  and  after  the  workshop  and  again  6  months  after  the  workshop; 
(3)  a  self-report  questionnaire  on  perceived  change  in  emergency  care  delivery,  administered  6  months  after  the 
workshop;  and  (4)  a  self-report  questionnaire  evaluating  the  workshop  instruction  quality  and  the  instructional 
materials  usefulness.  Quantitative  evaluation  will  show  the  number  of  school  nurses  participating  during  the 
pilot  and  dissemination  phases,  the  number  completing  the  prescribed  program  activities,  and  the  compilation  of 
injury  survey  data  collected  by  school  nurses  participating  in  the  pilot  programs. 
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Comprehensive  School  Health  Programs  in 

MCHIP 

Grades  K-12 

MCJ-117S01 

Institute  of  Medicine 

06/01/94-08/31/95 

2101  Constitution  Avenue,  N.W. 

Project  Director(s): 

GR-406 

Valerie  P.  Setlow,  Ph.D. 

Washington,  DC  20418 

Contact  Person: 

(202)  334-2351  or  334-2888 

Robert  Kelley 

(202)  334-2797  fax 

PROBLEM:  Children  in  the  United  States  may  be  the  least  well  served  educationally  of  any  developed  nation 
and  of  many  developing  ones.  Perinatal  death  rates  in  some  parts  of  the  country  are  as  high  as  those  in  many 
underdeveloped  countries,  and  the  national  average,  although  improving,  still  ranks  the  country  23rd  among  the 
industrialized  nations.  To  address  these  issues  and  realize  the  potential  benefits  of  introducing  health  concepts 
into  the  K-12  curriculum,  schools  will  have  to  house  a  range  of  health  and  education  activities.  This  concept  has 
been  defined  as  the  Comprehensive  School  Health  Program.  The  school  should  be  included  as  one  locus  of  a 
range  of  health  and  educational  activities,  carried  on  by  a  diverse  group  of  health,  educational,  and  social 
services  personnel  in  the  community  and  in  the  school. 

To  test  the  viability  of  a  study  of  this  concept,  the  Institute  of  Medicine  (lOM)  held  a  planning  meeting  in  spring 
1993  to  elucidate  the  factors  concerning  comprehensive  school  health.  Currently,  some  efforts  are  underway  to 
strengthen  school  health  programs  that  will  examine  several  aspects  of  health  education  and  health  care  in 
schools.  However,  a  national  policy  framework  does  not  exist,  so  local  school  districts  do  not  have  the  benefit  of 
a  policy  document  for  the  development  of  their  own  policies  in  this  area. 

GOALS  AND  OBJECTIVES:  lOM  will  appoint  a  committee  of  about  20  members  who  have  expertise  in  health 
education,  science  education,  and  medical  education  concepts.  This  project  will  explore  the  efforts  of  K-12 
programs  that  include  school  health  education,  school  health  promotion  and  disease  prevention,  and  school- 
based  health  care  delivery  to  achieve  such  systematic  programming.  Specifically,  the  study  will: 

1.  Assess  the  status  of  existing  programs  that  include  K-12  school  health  education,  school  health  promotion 
and  disease  prevention,  and  school-based  health  care  delivery; 

2.  Examine  what  factors  appear  to  predict  success  (or  failure)  of  these  programs;  and 

3.  Identify  strategies  for  wider  implementation  of  such  programs,  if  appropriate. 

METHODOLOGY:  To  carry  out  this  study,  the  20-person  committee  will  examine  mechanisms  for  the 
integration  of  health  educational  materials  and  concepts  into  the  school  curriculum  and  their  links  to  existing 
health  promotion  and  disease  prevention  programs  in  categorical  areas  (e.g.,  drug  use  or  nutrition),  and  to  the 
delivery  of  health  care  services  in  the  school  setting.  The  study  will  be  accomplished  by  holding  four  meetings 
to  permit  extensive  data  assessment  and  strategy  building,  followed  by  extensive  review  of  the  draft  report 
before  release. 

The  committee  chair  and  staff  have  the  principal  responsibility  to  coordinate  all  relevant  sectors  of  the 
community  with  interests  in  comprehensive  school  health,  to  monitor  the  work  of  the  group,  and  to  develop  the 
study  report.  Representatives  from  sponsoring  agencies  can  attend  all  public  portions  of  the  committee  meetings 
to  provide  input  into  the  process.  From  time  to  time,  staff  will  also  meet  as  a  group  with  the  sponsors  to  serve  as 
liaison  to  the  committee  process. 

The  report  is  intended  to  be  a  timely  and  focused  treatment  of  specific  critical  issues  related  to  comprehensive 
school  health  programs.  It  is  anticipated  that  the  committee's  work  will  provide  the  departure  point  for  future 
opportunities  to  help  foster  communication  and  coordination  among  various  Federal,  State,  and  local  agencies 
with  responsibilities  in  children's  health. 


School  Health  53 


EVALUATION:  The  appointed  committee  will  select  the  most  critical  questions  to  be  addressed  and  provide  a 
preliminary  plan  for  a  framework  of  ongoing  activities  that  will  engage  a  larger  community  of  people  m  moving 
to  the  next  phase  of  standards  development  or  evaluation.  Special  attention  will  likely  be  given  to  topics  that 
draw  on  the  expertise  of  the  lOM  committee  in  areas  such  as  K-12  health  education,  health  care  policy,  health 
promotion  and  disease  prevention,  and  nutrition. 

The  report  reviewers  will  assess  the  degree  to  which  the  study  addresses  the  criteria  set  forth  in  the  plan  of  work, 
and  whether  and  to  what  degree  the  recommendations,  strategies,  and/or  principles  elaborated  in  the  report 
address  the  overall  goal  of  the  study. 


School-Based  Oral  Health /Dental  Sealant 

Training 

Resource  Center 

MCJ-I79406 

University  of  Illinois  at  Chicago 

10/01/94-09/30/97 

School  of  Public  Health 

Project  Director(s): 

Center  for  Public  Health  Practice 

William  R.  Hall,  D.D.S..  M.P.H. 

2 12 1  West  Taylor  Street 

Chicago,  IL   60612-7260 

(312)413-1951 

(312)996-1374  fax 

PROBLEM:  In  1989  over  51,689  hours  of  school  were  lost  because  of  dental  problems  and  m  1991,  U.S. 
school-age  children  and  adolescents  experienced  over  4,794,999  restricted  activity  days  (7.3  per  100  school-age 
children)  as  a  result  of  dental  conditions.  A  disproportionate  share  of  oral  disease  is  found  among  minorities. 
children  from  low-income  families,  children  whose  parents  have  less  than  a  high  school  education,  and  children 
with  special  health  needs.  Approximately  90  percent  of  dental  caries  in  children  occur  in  the  pits  and  fissures  of 
teeth,  mostly  on  the  chewing  surfaces.  The  U.S.  Public  Health  Service  (PHS)  selected  dental  sealants  as  1  of  the 
16  oral  health  objectives  (13.8)  recommended  in  Healthy  People  2000  objectives.  The  Maternal  and  Child 
Health  Bureau  (MCHB)  has  identified  this  objective  as  1  of  only  18  national  MCH  program  objectives  listed  in 
the  MCH  Block  Grant  guidance. 


GOALS  AND  OBJECTIVES:  The  project  has  the  following  goals  and  objectives: 

Goal  1:     A  national  network  of  educators,  health  professionals,  public  health  specialists,  and  parents  will  be 

established  to  promote,  facilitate,  and  implement  school-based  and  school-linked  oral  health  education 
programs. 

Objectives: 

a.  By  the  end  of  the  first  quarter  of  the  first  year,  an  expert  advisory  panel  (EAP)  will  have  been 
established,  comprising  school  administrators,  school  health  personnel,  public  health  and  MCH 
specialists,  dental  and  dental  hygiene  professionals,  parents,  and  individuals  with  experience  in 
school-based  and/or  school-linked  oral  health  education  programs.  The  EAP  will  provide 
leadership,  guidance,  and  expertise  to  the  project  director  in  implementing  the  project  objectives. 

b.  By  the  end  of  each  quarter,  or  upon  request,  a  list  of  identified  individuals  from  multidisciplinary 
backgrounds  and  with  the  commitment  to  provide  the  leadership,  direction,  and  support  to 
establish  school-based  and/or  school-linked  oral  health  education/dental  sealant  programs  will  be 
available. 

Goal  2:  The  school-based  and  school-linked  oral  health  education  and  dental  sealant  programs  represented  at 
the  National  Public  Health  Dental  Sealant  Program  Conference  will  be  identified  and  the  educational 
materials  being  used  in  these  programs  will  be  categorized  for  reference  and  referral.  Throughout  the 
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project  the  center  will  request  and  collect  new  and  additional  school-based  and  school-linked  oral 
health  education  and  dental  sealant  educational  materials. 

Objectives: 

a.  By  the  end  of  the  third  quarter  of  the  first  year,  a  list  of  the  educational  materials  used  by  the 
conference  participants  in  their  programs  will  be  available  in  the  following  categories: 
Assessment,  technical,  promotion,  implementation  and  management,  and  networking. 

b.  By  the  end  of  the  first  year  and  semiannually  thereafter,  a  list  of  new  or  additional  educational 
materials  will  be  classified  and  available. 

Goal  3:     At  the  completion  of  the  conference  a  conference  video  and  sealant  program  manual  and  video  will  be 
developed  based  on  the  Cincinnati  Health  Department  experience  and  selected  conference  materials.  It 
will  describe  what  needs  to  be  done  and  by  whom  to  start  a  sealant  program.  An  educational  resource 
guide  will  be  developed  by  the  center  to  complement  the  sealant  program  manual  and  video. 

Objectives: 

a.  By  the  end  of  the  first  year  and  following  the  selection  of  materials  for  the  sealant  program 
manual,  the  Center  will  make  available  an  educational  resource  guide  listing:  Dental  sealant 
programs  by  State;  additional  oral  health  educational  materials  and  sources  not  listed  in  the 
manual;  potential  funding  sources;  reference  and  referral  of  promotional  materials  for  specific 
audiences  (including  culturally  diverse  groups),  and  public  health  and  dental  professionals; 
capacity  building  network  members  by  State;  and  an  assessment  process  linking  resources  to  local 
conditions. 

b.  By  the  end  of  the  fourth  quarter  of  the  first  year,  the  center  will  have  contacted  professional 
organizations  to  determine  the  availability  of  continuing  education  (CE)  credits/units  for  the 
conference  video,  sealant  program  manual,  and  the  educational  resource  guide  for  use  in  inservice 
training  or  in  an  organizational  workshop. 

Goal  4;     The  center  will  promote  and  facilitate  the  implementation  of  school-based  and  school-linked  oral 
health  education  and  dental  sealant  programs  by  being  the  focal  point  for  the  distribution  of  the 
conference  video,  sealant  program  manual,  and  the  educational  resource  guide. 

Objectives: 

a.  By  the  end  of  the  second  quarter  of  the  first  year,  a  national  distribution  strategy  for  the  dental 
sealant  users  manual,  conference  video,  and  educational  resource  guide  will  have  been  prepared  in 
concert  with  the  Chief  Dental  Officer  of  MCHB  and  the  Division  of  Oral  Health,  Centers  for 
Disease  Control  and  Prevention  (CDC).  The  strategy  will  consider,  as  a  minimum,  the  following: 
States  and  school  districts  with  large  numbers  of  children  and  adolescents  from  low-income 
families;  cities  with  Healthy  Start  projects;  States  with  dental  practice  acts  that  allow  maximum 
use  of  dental  auxiliary  personnel;  States  with  no  or  a  low  number  of  dental  sealant  programs; 
medicaid  reimbursement  for  dental  sealant  placement;  support  of  dental  sealant  programs  through 
the  State  MCH  (Title  V)  Block  Grant;  State  primary  care  plans.  State  or  local  health  plans,  or 
other  State  or  local  support;  receptive  State  and  local  dental  director  and/or  other  State  or  private 
professional  organization  or  agency;  an  active  capacity  building  network;  and  school  districts  with 
comprehensive  school  health  programs. 

b.  By  the  end  of  the  third  quarter  of  the  first  year  or  upon  the  availability  of  the  manual,  video,  and 
guide,  an  information  pamphlet  promoting  the  education  materials  will  be  mailed. 

c.  By  the  end  of  the  first  year  and  annually  thereafter  or  upon  request,  the  center  will  list  the  name  of 
requesters,  number  of  materials  distributed,  and  number  and  type  of  contacts  for  assistance  as  per 
the  distribution  strategy. 

Goal  5:     The  center  will  establish  a  data  base  of  existing  school-based  and  school-linked  oral  health 

education/dental  sealant  programs  and  educational  materials,  list  available  program  characteristics, 
categorize  the  educational  materials,  and  track  the  use  of  resources  and  program  promotion. 
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Objectives: 

a.  By  the  end  of  the  second  quarter  of  the  first  year,  and  based  on  the  data  from  the  Ohio  Department 
of  Health  survey  of  pubHc  heaUh  dental  sealant  programs,  the  1994  Workshop  and  Conference, 
and  from  individuals  who  contact  the  center,  a  multivariable  data  base  to  identify  and  maintain  a 
hst  of  school-based  and  school-linked  oral  health  education/dental  sealant  programs,  relevant 
educational  materials,  and  individuals  provided  with  resource  materials  from  the  center  will  be 
available  for  data  input  and  query. 

b.  By  the  end  of  each  year,  or  upon  request,  the  center  will  make  available  a  program  outcome  list 
containing  the  number  of:  New  school-based  and  school-linked  oral  health  education/denial 
sealant  programs  started;  children  receiving  dental  sealants  per  program  (by  race  and  ethnicity); 
low-income  children  receiving  dental  sealants  per  program  (by  race  and  ethnicity);  new  school- 
based  and  school-linked  oral  health  education  programs  started  as  an  alternative  to  an  onsite  dental 
sealant  program;  school-based  and  school-linked  oral  health  education  programs  that  are  part  of  a 
comprehensive  school  health  education  program  or  independent  of  other  organized  school  health 
programs;  promotional  efforts  initialed  by  the  members  of  the  capacity-building  networks;  and 
inservice  training  and  workshops  held  using  center-provided  educational  materials. 

c.  Throughout  the  duration  of  the  project  period  and  with  the  concurrence  of  MCHB,  the  center  will 
have  all  educational  materials  developed  or  collected  and  data  base  information  on  computer  disk 
available  for  the  National  MCH  Clearinghouse  and/or  National  Center  for  Education  in  MCH  . 

METHODOLOGY:  The  center  will  identify  a  number  of  individuals  representing  agencies  and  organizations 
involved  or  influential  in  the  development  and  implementation  of  school-based  and  school-linked  oral  health 
education  programs.  The  initial  group  will  assist  in  the  implementation  of  the  center's  goals  and  objectives  and 
identify  additional  leaders  across  the  country  to  build  State  and  local  capacity-building  networks  that  promote 
and  implement  programs.  The  center  will  coordinate  with  MCHB  and  CDC  to  assemble  the  latest  educational 
and  research  methods  and  materials  from  the  1994  Workshop  and  Conference.  The  materials  will  be  identified, 
categorized,  and  computerized  for  referral  to  those  wishing  to  start  new  programs.  A  center  informational 
pamphlet  and  educational  guide  will  be  developed  and  made  available  to  promote  sealant  usage  and  complement 
the  materials  distributed  to  new  programs  by  the  center. 

In  cooperation  with  MCHB  and  CDC,  the  center  will  establish  a  distribution  protocol  that  will  outline  the  criteria 
for  the  cost-effective  distribution  of  materials  requested.  Promotion  and  distribution  will  be  initially  targeted  to 
States  and  local  communities  with  a  high  number  of  low-income  families  and  to  Healthy  Start  cities.  The  center 
will  be  the  focal  point  for  the  distribution  of  the  current  educational  materials  and  for  referral  to  additional 
resources. 


EVALUATION:  The  objectives  within  each  of  the  five  goals  have  specific  evaluation  criteria,  are  lime 
referenced,  and  have  measurable  outcomes.  The  overall  evaluation  of  the  project  will  be  a  positive  number  of 
outcomes. 
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Model  School  Health  Surveillance  System  MCHIP 

Massachusetts  Health  Research  Institute,  Inc.  MCJ-25D401 

18  Tremont  Street  10/01/92-09/30/95 

Boston,  MA  02108  Project  Director(s): 

(617)  624-55 1 6  Sion  Harris 
(617)  624-6062  fax 


PROBLEM:  During  the  past  decade,  school  health  programs  across  the  Nation  have  undergone  a  dramatic 
transition.  Schools  have  traditionally  provided  State-mandated  assessment  and  screening  services  for  all 
students.  As  family  health  insurance  coverage  has  declined,  these  assessments  have  assumed  increasing 
importance  for  student  health.  At  the  same  time,  improvements  in  medical  technology  and  the  legal  right  to  be 
educated  in  the  least  restrictive  environment  have  resulted  in  more  children  with  acute  and  chronic  illnesses 
attending  school.  School  health  programs  have  had  to  respond  by  providing  onsite  services  during  the  school 
day.  Increasingly,  schools  have  become  the  setting  where  health  issues  such  as  hunger,  neglected  physical 
conditions,  and  lead  poisoning  are  first  identified.  The  prevalence  of  diseases  linked  to  behavioral  risk  factors  is 
escalating.  Alcohol  and  other  drug  abuse,  suicide,  early  pregnancy,  parenthood,  sexually  transmitted  diseases, 
and  AIDS  are  forcing  schools  to  develop  preventive  programs  and  health  services.  Reductions  in  family 
supports  and  health  insurance  coverage  have  magnified  the  situation;  consequently,  school  health  programs  are 
now  being  used  as  sites  for  initial  assessments  and  primary  care. 

Currently,  in  Massachusetts  as  in  other  States,  data  on  child  and  adolescent  health  status  are  very  limited.  For 
example,  there  are  no  existing  population-based  data  systems  from  which  prevalence  estimates  of  chronic 
conditions  among  school-age  children  can  be  derived.  Development  of  an  integrated  data  collection  system  has 
been  advocated  by  child  health  researchers  and  practitioners  for  more  than  two  decades.  To  monitor  health  risks 
and  develop  effective  interventions,  access  to  timely  and  reliable  data  is  necessary.  A  standard  system  for 
management  and  tracking  would  provide  critical  data  for  various  purposes  at  local,  State,  and  national  levels. 

GOALS  AND  OBJECTIVES:  This  project  will  provide  a  blueprint  and  prototype  for  developing  an  integrated, 
automated  school  health  information  system  in  order  to: 

1.  Conduct  local.  State,  and  Federal  needs  assessments; 

2.  Monitor  State-specific  mandated  programs  and  screenings; 

3.  Comply  with  Title  V  and  other  Federal  reporting  requirements; 

4.  Direct  program  planning  and  management; 

5.  Assure  followup  services  after  identifying  problems  at  the  local  level;  and 

6.  Evaluate  programs  and  services. 

The  project  has  identified  the  following  specific  objectives  for  the  second  (implementation)  phase: 

1.  Establish  increased  public/private  partnerships  with  providers,  universities,  and  other  organizations; 

2.  Develop  a  framework  to  describe  the  School  Health  System  both  in  Massachusetts  and  generally  in  Region  1 
(including  a  review  of  existing  data  needs  and  gaps,  status  of  mandated  programs,  and  general  data 
collection  and  analysis  capabilities); 

3.  Implement  six  pilot  demonstration  test  sites  to  include  orientation  and  training  of  school  staff; 

4.  Distribute  and  test  implementation  of  the  Data  Interchange  Standard  among  a  sample  of  school  systems 
within  the  State; 
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5.  Continue  to  coordinate  efforts  and  provide  technical  assistance  to  Region  I  Slates  as  they  address  system 
requirements;  and 

6.  Implement  Internet  connections  among  key  Region  I  participants. 

METHODOLOGY:  The  project  is  being  developed  in  three  phases:  (1)  Project  planning,  (2)  pilot  site 
implementation,  and  (3)  outcome  evaluation.  The  project  planning  phase  has  been  completed;  during  the  next 
year,  the  project  will  focus  on  refining  the  prototype  and  pilot  testing  the  system.  The  last  phase  will  concentrate 
on  a  comprehensive  outcome  evaluation.  Targeted  sociodemographic  health  status  indicators,  service  utilization 
measures,  and  behavioral  risk,  indicators  are  being  considered  for  inclusion  in  the  system.  The  entry-into- 
kindergarten  data  set  and  benchmark  health  status  indicators  are  currently  being  developed.  Pilot  demonstration 
sites  will  be  operational  in  1994  to  test  the  prototype.  Procedural  and  operations  problems  will  be  identified  and 
appropriate  modifications  will  be  recommended. 

Project  coordination  involves  the  following  committee/team  structure:  (1)  The  Region  I  Advisory  Committee, 
comprising  staff  teams  from  each  of  the  New  England  States,  including  leaders  in  public  health,  education, 
school  health,  and  information  systems;  (2)  the  Massachusetts  Steering  Committee,  comprismg  representatives 
from  various  State  agencies  as  well  as  other  organizations  such  as  the  Harvard  School  of  Public  Health  and 
Children's  Hospital;  and  (3)  the  Project  Technical  Team,  comprising  information  systems  managers,  computer 
coordinators,  and  other  representatives  of  key  components  of  comprehensive  school  health  including  nursing, 
special  education,  psychological  services,  guidance,  and  athletics.  Coordination  is  ongoing,  both  within 
Massachusetts  Department  of  Public  Health  programs  and  between  the  Department  of  Public  Health  and  the 
Department  of  Education.  In  addition,  individuals  throughout  the  New  England  area  as  well  as  other  select 
States  are  involved  in  development  of  the  data  set. 

EVALUATION:  The  project  will  use  the  following  outcome  evaluations: 

1.  Product  outcome:  The  project  will  conduct  an  outcome  evaluation  to  determine  (a)  feasibility  and  cost- 
effectiveness  of  the  model  system,  and  (b)  quality  of  computer-generated  data  from  pilot  sites  compared 
with  data  collected  from  randomly  selected  school  systems. 

2.  Data  outcome:  The  project  will  evaluate  the  quality  of  data  generated  by  the  model  system  in  terms  of  (a) 
ability  to  produce  prevalence  data  on  chronic  illnesses  among  youth  in  order  to  plan  for  children  with 
special  health  needs  (CSHN),  and  (b)  capability  of  the  data  to  meet  the  Maternal  and  Child  Health  Bureau's 
uniform  data  set  criteria. 

3.  Process  outcome:  The  project  will  measure  the  success  in  mobilizing  resources  to  enhance  the  analytic 
capability  and  information  infrastructure  of  the  school  health  staff  by  analyzing  such  factors  as  levels  of 
participation,  problem  solving  methods,  policies  and  procedural  issues,  and  results  of  multistatc 
collaboration.  These  collaborative  efforts  include  establishing  a  regional  school  health  minimum  data  set 
and  providing  technical  assistance,  as  requested,  to  States  in  the  region. 

EXPERIENCE  TO  DATE:  In  the  past  year,  during  the  project  planning  phase,  the  project  has: 

1 .  Developed  an  overall  project  structure  through  the  establishment  of  the  Region  I  and  Massachusetts 
Advisory  Committees,  the  Project  Technical  Team,  and  Pilot  Demonstration  Teams,  as  well  as  critical 
connections  linking  Massachusetts  Department  of  Public  Health  programs  internally  and  with  other  stale 
agency  programs; 

2.  Enlisted  the  support  of  units  within  Massachusetts  and  other  State  agencies  that  have  a  substantive  concern 
with  the  project  to  ensure  that  their  data  needs  are  fully  addressed  during  project  planning  and 
implementation; 

3.  Conducted  research  on  relevant  activities  in  other  States  to  include  state-of-the-art  efforts; 

4.  Developed  the  draft  entry-into-kindergarten  and  K-12  data  sets  (to  be  refined  during  prototype  testing); 

5.  Defined  the  components  of  a  draft  uniform  data  reporting  protocol  for  local  school  districts; 
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6.  Described  the  technical  aspects  of  the  model  system  including  functional  specifications,  guiding  principles, 
and  options  for  transmitting  project  information; 

7.  Identified  six  pilot  demonstration  sites  throughout  the  State; 

8.  Reached  consensus  in  Region  I  to  expand  pilot  sites  throughout  the  New  England  region; 

9.  Investigated  feasible  technologies  for  developing  local  and  State  capacities  for  data  collection  and 
transmission,  conducted  research  on  state-of-the-art  technologies,  and  obtained  expert  consultation  in 
systems  design; 

10.  Coordinated  a  joint  planning  effort  with  the  School-Based  Health  Center  and  Enhanced  School  Health 
Services  Programs  within  the  State;  and 

11.  Established  an  automated  resource  retrieval  system. 


New  York  State  School  Health  Institute  Training 

State  University  of  New  York  at  Albany  MCJ-369332 

Research  Foundation  10/01/93-09/30/96 

1400  Washington  Avenue  Project  Director(s): 

Albany,  NY   12222  Bonnie  J.  Dekin,  M.A. 
(518)442-4025 
(518)  442-4193  fax 


PROBLEM;  The  New  York  State  Department  of  Health  and  the  New  York  State  Department  of  Education  share 
a  long-standing  concern  about  the  dearth  of  continuing  education  and  professional  development  opportunities 
available  to  school  health  practitioners.  Both  agencies  aver  that  the  providers  they  contact  continually  express  a 
desire  for  more  opportunities  to  acquire  current  information  on  critical  issues  and  to  enhance  their  clinical  skills. 
As  resources  for  continuing  education  events  have  diminished,  the  need  for  them  has  intensified.  Informal  needs 
assessments  indicate  that  school  health  practitioners  feel  inadequate  to  address  a  number  of  critical  issues 
without  updated  information  and  skills.  The  Maternal  and  Child  Health  Bureau  has  identified  community-  and 
school-based  health  programs  as  a  priority,  calling  for  projects  that  increase  the  skills  of  practitioners  in  a 
number  of  areas  related  to  providing  preventive  and  primary  care  for  children  and  adolescents  in  school  settings. 

The  New  York  State  School  Health  Institute  (the  Institute)  provides  a  mechanism  for  continuing  education  for 
school  health  practitioners  on  issues  of  critical  importance.  The  issue  selected  for  year  1  of  the  project  is  the 
prevention  and  control  of  interpersonal  violence.  The  health  and  well-being  of  all  citizens  is  increasingly 
affected  and  threatened  by  the  rising  incidence  of  violent  and  abusive  behavior.  These  behaviors  are  a 
significant  cause  of  injury-related  death  and  long-term  disability.  The  psychosocial  consequences  of  violent  and 
abusive  behavior  are  impossible  to  estimate.  These  behaviors  exist  in  every  community  and  affect  the  schools  in 
many  ways.  Everyone  in  the  school  community  suffers  when  students'  lives  are  overshadowed  by  violence  and 
its  consequences.  School  health  practitioners  can  play  an  important  role  in  preventing,  controlling,  and  treating 
students  who  are  affected  by  violence,  if  they  have  the  knowledge  and  skills  to  do  so. 

GOALS  AND  OBJECTIVES:  The  goal  of  the  project  is  to  establish  an  ongoing  mechanism  in  New  York  State 
to  provide  continuing  educational  opportunities  for  school  health  practitioners  in  order  to  accomplish  the 
following: 

1 .  Provide  a  forum  for  the  timely  transfer  of  new  information,  research  findings,  and  effective  practices; 

2.  Provide  opportunities  for  school  health  practitioners  to  collaborate  and  network; 
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3.  Increase  practitioners'  clinical  skills;  and 

4.  Increase  practitioners'  leadership  and  advocacy  skills. 

During  its  first  year,  the  Institute  will  conduct  a  conference  at  two  sites  in  the  State  on  preventing  and  controlling 
interpersonal  violence.  The  purpose  of  the  year  I  conference  is  to  reduce  the  morbidity  and  mortality  associated 
with  interpersonal  violence  and  abusive  behavior  by  increasing  the  knowledge,  clinical  skills,  and  leadership  of 
school  health  practitioners  on  this  topic.  It  seeks  to  make  them  more  effective  in  preventing,  controlling,  and 
treating  students  and  families  who  are  affected  by  violence  and  its  consequences. 

METHODOLOGY:  The  Institute  offers  its  programs  to  school  health  practitioners,  including  nurses,  nurse 
practitioners,  physician  assistants,  school  health  aides,  and  other  professionals  who  are  involved  in  the  practice 
of  school  health  in  school-based  clinics  and  traditional  school  health  settings.  A  steering  committee  advises  the 
project  director  and  guides  the  development  and  operation  of  the  Institute.  In  addition,  a  conference  advisory 
committee,  with  experts  in  specific  content  areas,  guides  the  planning  of  the  conference  for  each  year  of 
operation.  School  health  practitioners  are  represented  on  both  committees. 

Each  continuing  education  event  sponsored  by  the  Institute  is  conducted  by  a  mix  of  professional  staff  from 
representative  State  agencies,  invited  speakers  with  expertise  on  selected  topics,  practitioners,  students,  and 
family  members.  The  year  1  conference  will  last  2  days.  The  agenda  will  offer  a  mix  of  didactic  and  skill- 
building  sessions,  as  well  as  opportunities  for  participants  to  build  networks  of  mutual  support  among 
themselves.  The  target  for  the  year  I  conference  is  for  150  school  health  practitioners  to  attend  at  each  of  the 
two  locations.  Conference  proceedings  are  compiled  and  widely  disseminated. 

Needs  will  be  assessed  before  the  conference  so  that  sessions  can  be  tailored  to  the  needs  of  the  participants. 
Participants  will  complete  evaluations  at  the  end  of  each  conference  and  6  months  later. 

Several  mechanisms  for  coordinating  with  appropriate  State  and  other  agencies  are  part  of  the  structure  of  this 
project.  Both  the  Institute  steering  committee  and  the  conference  advisory  committees  have  representation  from 
the  New  York  State  Department  of  Health,  the  New  York  State  Department  of  Education,  the  New  York  State 
Nurses'  Association,  and  the  New  York  Slate  Association  of  School  Nurses.  In  addition,  appropriate  Stale-level 
agencies  with  expertise  and  responsibility  in  the  content  area  related  to  each  year's  conference  topic  are  invited 
to  collaborate  with  the  conference  advisory  committee.  A  close  collaborative  relationship  already  exists  between 
the  State  Departments  of  Health  and  Education  on  school  health  issues,  and  this  project  will  enhance  this 
collaboration. 


EVALUATION:  At  the  conclusion  of  each  conference,  participants  complete  conference  evaluations  to  assess 
the  effectiveness  of  the  conference  in  meeting  its  stated  goals.  In  addition,  a  6-month  followup  survey  measures 
how  well  participants  have  been  able  to  apply  their  new  knowledge  and  skills  in  their  practice  settings. 
Feedback  is  also  sought  from  the  conference  advisory  committee  on  conference  effectiveness. 

EXPERIENCE  TO  DATE:  Project  planning  has  proceeded  smoothly.  Both  the  steering  committee  and  the 
conference  advisory  committee  have  been  actively  involved.  The  sites  and  agendas  for  the  two  conferences  on 
interpersonal  violence  have  been  determined.  Because  of  the  school  calendar  and  the  timing  of  our  startup,  the 
two  conferences  will  be  held  during  the  first  month  of  the  year  2  project  period.  A  statewide  needs  assessment 
was  conducted  that  provided  valuable  guidance  on  the  content  of  the  conferences  and  identified  critical  issues  for 
future  conferences. 
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Healthy  Schools,  Healthy  Communities 


Healthy  Schools,  Healthy  Communities  (HSHC),  a  collaborative  effort  of  MCHB  and  the  Bureau  of  Primary 
Health  Care  (BPHC),  is  part  of  HRSA's  ongoing  commitment  to  provide  comprehensive  primary  health  care 
services  and  health  education/promotion  programs  for  underserved  children  and  youth  to  improve  their  health 
outcomes. 

Ten  school  health  staff  development  grants  funded  through  HSHC  are  included  in  this  chapter.  MCHB 
administers  these  projects  to  provide  interdisciplinary  training  to  health  care  providers  and  education  personnel 
to  build  capacity  at  the  State  and  local  level  for  planning  and  implementing  comprehensive  school  health 
programs. 

HSHC  also  includes  27  school-based  health  center  service  demonstration  grants  awarded  by  BPHC.  Each  grant 
was  awarded  to  an  experienced  primary  health  care  organization  that  has  developed  a  partnership  with  a  school 
and  has  established  cooperative  arrangements  with  other  community  providers  to  expand  and  enhance  available 
services.  The  school-based  health  centers  provide  comprehensive  primary  health  care,  including  mental  health 
services  and  preventive  dental  services.  A  health  education/promotion  program,  funded  by  both  MCHB  and 
BPHC,  is  an  integral  part  of  these  health  centers.  The  health  education/promotion  demonstration  projects  focus 
on  prevention  and  early  intervention  activities  to  reduce  the  incidence  of  such  problems  as  violence,  injury, 
smoking  and  other  drug  use,  unintended  pregnancies,  and  sexually  transmitted  diseases  including  HIV/AIDS. 

The  grantees  and  participating  schools  for  the  27  funded  school-based  health  centers  are  Usted  following  the 
abstracts  of  the  school  health  staff  development  projects. 

For  more  information  about  HSHC,  contact  the  Director  of  School  Health  Services,  Bureau  of  Primary  Health 
Care,  at  (301)  594-4450,  or  the  Chief,  Office  of  Adolescent  Health,  Maternal  and  Child  Health  Bureau, 
at  (301)  443-4026. 

Healthy  Schools,  Healthy  Communities 

School  Health  Staff  Development 


Arkansas  School  Health  Staff  Development  MCHIP 

Program  MCJ-05SH01 

Arkansas  Department  of  Health  10/01/94-09/30/95 

4815  West  Markham  Project  Director(s): 

Little  Rock,  AR   72205  Deborah  Frazier 
(501)  661-2000 
(501)  661-2055  fax 


PROBLEM:  The  Arkansas  Department  of  Health  (ADH)  and  the  Arkansas  Department  of  Education  (ADE) 
school  staff  providing  health  education,  promotion,  and  services  through  the  schools  have  had  little  or  no 
structured  training  in  comprehensive  adolescent  health.  Most  of  the  ADH  school  staff  were  trained  in  local 
health  units  that  do  not  provide  a  model  of  interdisciplinary,  integrated  services.  In  the  schools  where  ADH 
provides  services,  there  is  a  lack  of  coordinated  planning  of  health  activities  between  the  ADH  and  ADE  staffs. 
ADH  staff  working  in  schools  attend  ADH  inservices,  and  school  staff  attend  separate  ADE  inservices. 
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Therefore,  ADH  and  ADE  staff  do  not  fully  understand  and  appreciate  each  other's  roles  and  have  not  promoted 
a  collaborative  school  health  program. 

GOALS  AND  OBJECTIVES:  The  project's  goals  are  to: 

1 .  Increase  the  level  of  knowledge  of  school  health  staff  about  comprehensive  adolescent  health  and 
development; 

2.  Improve  the  understanding  of  school  health  staff  about  the  importance  of  and  techniques  involved  in  an 
interdisciplinary  approach  to  comprehensive  adolescent  health  care; 

3.  Improve  collaboration  among  the  various  staff  providing  health  services,  health  education,  and  promotion 
activities  through  the  schools  in  Arkansas  that  have  school-based  health  centers  (SBHCs);  and 

4.  Address  the  inservice  training  needs  of  multidisciplinary  school  health  staff  employed  by  the  various 
agencies  and  create  an  opportunity  for  improved  communication  between  and  among  these  groups  at  Slate 
and  local  levels. 


METHODOLOGY:  Adolescent  health  training  sessions,  based  upon  the  curriculum  developed  by  the  Center  for 
Continuing  Education  in  Adolescent  Health,  will  be  held  in  each  of  the  10  health  management  areas  of  Arkansas. 
Each  training  session  will  include  75  interdisciplinary  professionals  from  ADH,  ADE,  and  the  Arkansas 
Department  of  Human  Services  (ADHS),  reaching  a  total  of  750  staff. 

A  clinical  preceptorship  program,  in  collaboration  with  the  University  of  Arkansas'  Medical  Sciences  (UAMS) 
Department  of  Adolescent  Medicine,  will  be  implemented.   Interdisciplinary  ADH  staff  working  in  school 
clinics  across  the  State  will  participate  in  a  3-day  clinical  rotation  through  the  Adolescent  Medicine  Clinic 
operated  by  the  UAMS  Department  of  Adolescent  Medicine  faculty.  Two  or  three  key  professionals  from  each 
of  the  ADH  SBHCs  will  be  selected  (for  a  total  of  50). 

Team-building  workshops  will  be  held.  Each  school  that  has  a  SBHC  will  be  asked  to  send  a  team  to  one  of  the 
workshops.  The  team  will  consist  of  the  school's  principal,  guidance  counselor,  health  teacher,  coach,  and  clinic 
personnel.  A  total  of  50  participants  will  be  included  in  each  of  six  team-building  workshops  (reaching  300 
staff). 

The  first  Arkansas  statewide  school  health  conference  will  be  held  in  the  centrally  located  city  of  Little  Rock. 
Three  hundred  interdisciplinary  personnel  planning  and/or  providing  health  services  in  or  through  the  schools 
will  attend  the  conference. 

Each  of  the  following  have  expressed  support  of  these  measures  and  are  willing  to  collaborate  with  ADH  in 
planning  and  implementation:  Arkansas  School  Nurses  Association,  Arkansas  School  Health  Association. 
Arkansas  Society  of  Public  Health  Educators,  Arkansas  Nurses  Association,  Arkansas  Association  of  Social 
Work,  ADH's  and  ADE's  Comprehensive  School  Health  Program,  and  ADH's  Division  of  Children's  Medical 
Services.  In  addition,  the  UAMS  Department  of  Adolescent  Medicine  will  contract  with  ADH  to  provide  the 
clinical  preceptorship  program. 

EVALUATION:  Evaluations  of  the  Arkansas  School  Health  Staff  Development  Program  will  consist  of 
quantitative  and  qualitative  measurements  of  process  and  outcome  objectives.  ADH  will  coordinate  the 
evaluation  plan  for  the  four  components  of  this  program.  ADH  is  also  committed  to  participation  in  any  national 
evaluations  as  requested. 
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Communication  Training-From  Education  to 

MCHIP 

Health  Services 

MCJ-06SH01 

University  of  California  at  San  Diego 

10/01/94-09/30/95 

9500  Oilman  Drive 

Project  Director(s): 

La  Jolla,  CA  92093-0934 

Howard  L.  Taras,  M.D. 

(619)  685-4825 

(619)  685-4828  fax 

PROBLEM:  In  striving  to  improve  the  health  of  youth  and  families  in  local  communities,  health  care  consumers 
and  providers  face  an  array  of  issues,  such  as  poor  access  to  preventive  health  and  acute  health  services,  poor 
compliance  with  prescribed  health  management  and  followup,  substance  abuse/smoking,  unwanted  pregnancy, 
poor  physical  fitness,  poor  nutrition,  and  unaddressed  emotional  problems.  Fragmented  delivery  of  health 
support  (mental,  physical,  social)  exaggerates  the  difficulty  that  languages,  culture,  and  geographic  access 
barriers  create.  To  address  this  problem,  comprehensive,  integrated  health  and  wellness  preventive  models  have 
been  developed  nationally  that  use  schools  in  the  management  and  prevention  of  health  problems. 

In  schools,  many  medically  underserved  students  are  identified  as  having  health  problems  (e.g.,  emotional, 
medical),  but  they  do  not  have  primary  care  providers  or  do  not  follow  through  with  school  referrals  for  health 
assessment  or  management. 

To  foster  and  expand  school  involvement  in  health  management,  better  communication  between  schools  and 
community  health  providers  must  be  established.  Many  schools  are  poised  to  do  this,  but  require  the  means  of 
communication  with  health  professionals  to  do  this  effectively.  In  turn,  change  is  needed  within  community 
health  offices  and  agencies  so  that  they  can  work  more  effectively  with  schools.  It  must  become  more  routine 
for  physical  and  mental  health  professionals  to  regard  schools  as  indispensable  resources  in  taking  patient/client 
histories  and  in  improving  client  case  management.  Failures  in  this  communication  contribute  to  situations 
where  students  and  their  attendant  needs  fall  through  the  cracks. 

GOALS  AND  OBJECTIVES:  The  project's  goals  are  to: 

1.  Modify  the  ways  that  schools  and  health  agencies/professionals  interact  so  that  they  can  optimally  meet 
students'  and  families'  needs.  This  includes  educating  health  agencies  about  local  schools'  needs  and  health 
services,  changing  ways  they  can  be  more  accessible  to  schools,  demonstrating  how  sharing  information  can 
benefit  children,  providing  school  staff  with  strategies  to  communicate  school  health  needs  and  services  to 
health  professionals,  teaching  school  professionals  the  concept  of  the  medical  home  and  their  potential  role 
in  helping  families  find  one,  and  identifying  educational  problems  that  may  have  medical  etiologies. 

2.  Develop  and  pilot  a  curriculum  to  achieve  Goal  1  that  would  be  replicable  throughout  California. 

3.  Develop  a  cadre  of  resource  people  trained  to  deliver  and  implement  this  curriculum. 

4.  Develop  a  plan  to  revise  and  evaluate  this  curriculum. 

METHODOLOGY:  The  measures  planned  to  implement  the  project's  objectives  are  to: 

1 .  Design  a  staff  development  curriculum  for  200  school  health  staff,  school  administrators,  and  community 
health  professionals  that  is  based  on  concepts  that  have  been  developed  nationally  for  integrated  school 
services;  successful  training  materials  and  methods;  and  practical  implementation  strategies  developed  in 
locations  where  schools  and  health  systems  are  already  interacting  successfully  for  children,  such  as  those  in 
some  school-based  health  centers. 

2.  Develop  and  implement  a  1-day  conference  in  two  different  regions  of  the  State  designed  to  improve 
health/school  linkages;  postconference  technical  assistance;  a  curriculum  adapted  to  an  existing  computer 
network  for  distance  learning;  and  a  curriculum  format  suitable  for  a  continuing  education  course. 
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3.     Evaluate  the  process  and  set  up  a  plan  to  evaluate  the  effectiveness  of  the  training  program  (by  devising 
appropriate  measures). 

The  program  components  are  to  be  developed  by  a  partnership  of  the  University  of  California  at  San  Diego 
Division  of  Community  Pediatrics  and  the  Schools  Partnership  Training  Institute.  This  partnership  ensures 
mental  health/social  service  and  medical  collaboration.  The  project  will  seek  the  assistance  of  an  advisory  group 
that  includes  leaders  or  representatives  from  the  State  Department  of  Health  (Maternal  and  Child  Health.  Title  V, 
Director  of  Mental  Health)  and  State  Department  of  Education  (Integrated  Child  and  Youth  Services  Division). 
The  project's  link  to  these  offices  will  be  through  the  State's  Office  of  School-Linked  Services.  Project  staff  will 
collaborate  with  local  chapters  of  the  American  Academy  of  Pediatrics  and  local  representative  professionals  in 
health  and  education.  Both  University  of  California  at  San  Diego  and  University  of  California  at  Berkeley 
Extensions  will  be  academic  partners.  Parents  and  students  from  local  schools  will  be  invited  into  the 
curriculum  development  process  and  to  the  1-day  conference  so  that  they  can  provide  input  into  the  nature  of  the 
school-health  linkages. 

EVALUATION:  Both  formative  and  summative  evaluation  methods  will  be  used.  Reports  will  be  kept  of  key 
contacts  with  national,  home  Stale,  and  other  State  programs  to  document  where  materials  for  the  program 
originated.  Training  data  will  be  maintained,  including  number  and  types  of  training,  number  of  participants, 
schools  and  agencies  attending,  geographical  representation,  and  participant  feedback.  Reports  will  be  solicited 
from  resource  faculty  based  on  their  contact  with  requests  from  the  field.  Prelraining  and  posttraining  data  will 
be  gathered  on  many  measures,  such  as  the  percentage  of  students  with  an  identified  primary  care  provider,  the 
number  of  students  who  follow  through  with  referral  to  health  agencies,  and  number  and  nature  of  contacts 
between  schools  and  community  health  providers.  Evaluation  will  also  include  looking  at  trends  in  the  student 
illness  and  absenteeism  data  that  schools  collect.  A  final  project  report  with  recommendations  for  further  staff 
development  intervention  will  be  presented. 


Project  CONNECT 

MCHIP 

University  of  Colorado 

MCJ-08SH01 

Health  Sciences  Center 

10/01/94-09/30/95 

School  of  Nursing,  Office  of  School  Health 

Project  Dircctor(s): 

4200  East  Ninth  Avenue.  C287 

Judith  B.  Igoe.  R.N..  M.S. 

Denver,  CO   80262 

(303)  270-7435 

(303)  270-3198  fax 

PROBLEM:  In  the  United  States.  15.358  school  districts  serve  school  children  grades  K-12.  Of  these  districts, 
1 1.802  (approximately  76  percent)  are  small,  rural  school  districts  with  fewer  than  2,500  students.  Students  and 
staff  in  these  districts  have  health  service  and  educational  needs  similar  to  students  and  staff  in  larger  districts, 
but  they  frequently  do  not  have  access  to  the  financial  and  human  resources  available  in  larger,  more  urban 
districts.  In  the  frontier  States  (States  with  fewer  than  six  people  per  square  mile),  this  problem  is  further 
compounded  by  the  tremendous  distances  that  staff  must  travel  to  access  resources.  It  is  not  uncommon  for 
school  health  staff  to  have  to  travel  150-200  miles  for  graduate  education  or  to  attend  continuing  education 
seminars  and  workshops.  A  1-day  workshop  requires  a  2-day  absence  from  the  school  setting  when  travel  time 
is  calculated.  Time  away  from  school  is  particularly  difficult  to  arrange  for  school  health  personnel  for  whom 
there  are  frequently  no  substitutes  qualified  to  deal  with  emergencies  that  may  arise.  In  this  era  of  declining 
resources,  it  is  imperative  to  develop  and  deliver  more  time-efficient,  cost-effective  programs  to  prepare  school 
health  personnel  in  rural  areas. 
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GOALS  AND  OBJECTIVES:  The  overall  aim  of  Project  CONNECT  is  to  develop  a  collaborative  model  for 
school  health  staff  development  for  remote  areas  using  multimedia,  interactive  distance  learning  approaches. 
The  project  involves  an  interstate  partnership  between  Montana  health,  education,  social  services,  and 
telecommunications  officials  and  the  University  of  Colorado  Office  of  School  Health  and  consultants.  State- 
level  staff  and  interdisciplinary  teams  from  three  rural  areas  in  Montana  will  receive  training  in  school  health  via 
distance  learning  approaches  and  will  receive  ongoing  support  in  the  implementation  and  expansion  of  primary 
health  care  services  and  health  promotion  programs  in  the  rural  setting.  Major  goals  of  the  project  include: 

1 .  The  development  of  a  State-level  interdisciplinary  school  health  team  that  will  identify  existing  resources 
and  develop  a  State  plan  for  school  health  staff  development. 

2.  The  adaptation/conversion  of  existing  school  health  training  programs  (e.g.,  care  of  students  with  special 
health  needs  and  chronic  problems,  physical  assessment,  medication  administration,  mental  health 
counseling,  adolescent  health,  and  emergency  care)  to  be  compatible  with  distance  learning  approaches. 

3.  The  delivery  of  school  health  staff  development  programs  via  distance  learning  techniques  to 
interdisciplinary  teams  in  three  rural  areas  in  Montana. 

4.  The  development  of  a  telecommunications  coalition  that  will  provide  ongoing  support  to  school  health  staff 
and  school  personnel  in  rural  areas  as  they  implement  and  expand  primary  health  care  services  and  health 
promotion  programs  in  the  school  setting.  This  project  includes  the  development  of  local  electronic  staff 
development  "storefronts"  that  will  enable  persons  working  in  the  school  health  field  to  gain  access  to 
technical  assistance  as  well  as  didactic  instruction. 


METHODOLOGY:  The  Montana  Department  of  Health  and  Environmental  Sciences,  Family/Maternal  and 
Child  Health  Bureau,  through  its  State  Systems  Development  Initiative,  will  develop  a  State-level  team 
composed  of  representatives  from  the  State  Health  Department  Family/Maternal  Child  Health,  the  State  Office 
of  Public  Instruction,  Montana  Department  of  Family  Services,  local  health  care  providers,  educators,  school 
health  personnel,  telecommunication  representatives,  and  community  members.  This  team  will  participate  in  a 
3-day  seminar  on  school  health  planning,  health  services/health  promotion,  and  interactive  distance  learning  and 
will  develop  an  overall  interdisciplinary  plan  for  school  health  staff  development  for  Montana.  Concurrently,  the 
faculty,  consultants,  and  staff  associated  with  the  Office  of  School  Health  at  the  University  of  Colorado  Health 
Sciences  Center  will  prepare  a  menu  of  staff  development  offerings  suitable  for  distance  learning.  Its  training 
modules  on  identification  and  management  of  students  with  special  health  needs,  chronic  problems,  medication 
administration  in  schools,  and  physical  assessment  will  be  adapted  to  include  additional  interdisciplinary  team 
development  principles.  Mental  health  counseling  will  be  a  new  training  module  to  be  developed.  Staff 
development  programs  for  adolescent  health  and  emergency  care  available  from  other  sources  will  be  reviewed 
and  adapted  as  necessary  for  a  distance  learning  approach.  Identified  facilitators  in  each  of  the  participating 
rural  counties  (Dawson,  Lake,  and  Sweet  Grass)  will  receive  special  training  in  school  health,  school-based 
student  health  centers,  and  the  facilitation  of  the  distance  learning  program.  Facilitators  will  be  responsible  for 
coordinating  all  aspects  of  local  program  delivery.  A  10-12  person  interdisciplinary  team  will  be  recruited  in 
each  of  the  three  sites;  they  will  select  staff  development  courses  from  the  menu  described  above.  Subsequently, 
a  30-hour  staff  development  program  will  be  offered  for  which  course  participants  may  receive  either  contact 
hours  for  continuing  education  units,  or  undergraduate  or  graduate  education  credits.  Following  the  training,  the 
local  teams  will  have  access  to  ongoing  support  from  content  experts  and  faculty  via  an  interstate 
telecommunications  coalition. 

Project  CONNECT  is  a  model  of  interstate  collaboration  within  Region  VIII  of  the  U.S.  Public  Health  Service 
for  the  purpose  of  linking  specialized  staff  development  resources  to  remote  areas  of  the  region  where  personnel 
preparation  needs  exist.  Representatives  from  the  State  departments  of  health,  education,  and  family  services 
will  provide  leadership  in  the  development  of  the  overall  plan  and  the  integration  of  this  initiative  with  existing 
MCH  and  school  health  initiatives  in  Montana.  The  Office  of  School  Health  at  the  University  of  Colorado,  a 
well-established  school  health  resource  center  for  the  region,  will  be  responsible  for  the  design  and  production  of 
staff  development  materials  and  orientation  of  State  personnel  in  Montana.  The  Center  for  Advanced  Research 
in  Telecommunications  at  the  University  of  Colorado  and  the  Montana  distance  learning  networks  (Big  Sky 
Telegraph  and  Virtual  Medical  Center)  will  provide  the  technical  expertise  in  distance  learning  necessary  to 
make  this  project  a  success. 
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EVALUATION:  The  project  will  gather  both  process  and  outcome  data.  Process  evaluation  will  focus  on 
records  of  program  implementation  and  will  include  lists  of  persons  participating  on  State-level  and  local-level 
teams,  training  agendas,  copies  of  materials  produced,  trainings  provided,  requests  for  technical  assistance  and 
responses,  and  a  general  evaluation  of  satisfaction  with  the  program.  Outcome  measures  will  assess  the  degree 
to  which  the  distance  learning  program  increased  the  knowledge  and  skill  level  of  both  the  Stale  and  local  teams 
and  prepared  them  to  work  more  effectively  in  the  delivery  of  primary  health  care  services  and  health  promotion 
in  the  school  setting. 


New  Horizons  in  School  Health 

MCHIP 

University  of  Maryland  at  Baltimore 

MCJ-24SH01 

School  of  Medicine 

10/01/94-09/30/95 

Division  of  Adolescent  Medicine 

Project  Director(s): 

31  South  Greene  Street.  3rd  Floor 

Susan  Miller.  Ph.D. 

Baltimore,  MD   21201 

(410)328-6495 

(410)  706-0131  fax 

PROBLEM:  Many  of  Maryland's  children  are  at  risk  for  adverse  health,  developmental,  and  academic 
outcomes.  To  realize  the  great  potential  of  school-based  health  services  for  improving  their  health  status, 
professionals  from  both  the  education  and  health  sectors  must  work  together  in  expanded,  noniraditional  roles. 
This  work  requires  not  only  training  to  increase  numbers  of  new  health  professionals,  but  updatmg  the 
preparation  of  those  currently  working  in  these  settings,  particularly  with  regard  to  functioning  effectively  in 
interdisciplinary  teams,  providing  population-based  care,  and  using  innovative  strategies  for  health  promotion. 
Finally,  health  professionals  must  receive  adequate  preparation  for  assuming  preceptor  roles,  in  order  to  meet  the 
demand  for  adequate  numbers  of  new  professionals  in  school  health. 

GOALS  AND  OBJECTIVES:  The  project  will  provide  training  experiences  that  will  enable  health  professionals 
in  schools  to  work  together  and  with  school  colleagues  to  provide  developmentaily  appropriate,  comprehensive 
health  care.  This  will  enhance  the  healthy  development  and  academic  success  of  school  children.  Additionally, 
the  project  will  provide  training  that  enables  school  health  professionals  to  serve  as  effective  preceptors  for 
future  student  professionals. 

METHODOLOGY:  Twenty  Maryland  schools  with  school-based  health  programs  will  establish 
interdisciplinary  teams  consisting  of  health  and  education  professionals.  Each  school-based  team  will  identify  a 
health  need  in  its  school  and  design,  implement,  and  evaluate  a  team  project.  Project  activities  that  will  support 
interdisciplinary  team  development  include  site  visits  by  the  project  director,  an  intensive  daylong  workshop,  a 
summer  institute,  and  an  intensive  preceptor  training  workshop.  Additional  training  in  specific  content  areas 
related  to  school  health  will  be  arranged  according  to  the  identified  needs  of  each  team.  The  20  teams,  plus 
teams  from  other  school-based  clinics  (SBCs)  in  Maryland  and  19  SBCs  in  Delaware,  will  participate  in  the  3- 
day  summer  institute,  at  which  the  teams  will  share  their  project  activities.  The  institute  will  also  include  a 
workshop  on  effective  behavior  change  strategies,  and  will  feature  a  resource  fair  of  interventions  and  training 
programs  developed  by  various  academic  and  community  groups.  Additionally,  a  2-day  preceptor  training 
institute  immediately  following  the  summer  institute  will  be  offered  for  100  health  professionals  in  various 
disciplines. 

The  project  has  been  designed  in  close  collaboration  with  the  Maryland  Making  the  Grade  activities  occurring  in 
conjunction  with  the  Robert  Wood  Johnson  (RWJ)  Foundation  support  for  expanding  school-based  clinics. 
Several  members  of  the  Maryland  Making  the  Grade  Training  Consortium  will  serve  on  the  advisory  committee 
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for  this  project.  Health  Department  administrators  from  sites  that  are  applying  for  RWJ  support  have  accepted 
the  invitation  to  participate  in  the  project.  In  conjunction  with  the  Delaware  Department  of  Health  and  Social 
Services,  the  project  has  provided  for  the  attendance  of  teams  from  19  schools  with  SBCs  at  the  summer  institute 
and  the  preceptor  training.  The  project  director  is  a  faculty  member  of  the  University  of  Maryland  at  Baltimore 
Division  of  Adolescent  Medicine,  one  of  seven  MCHB-funded  interdisciplinary  training  programs  in  the  United 
States,  and  the  project  will  benefit  from  the  resources  in  training  and  adolescent  health  residing  in  the  division. 

EVALUATION:  Process  evaluation  will  be  implemented  following  key  activities.  Outcome  evaluation  will 
focus  on  outcomes  related  to  specific  project  objectives.  Expected  outcomes  of  the  project  include  one  project 
per  team,  increased  skill  in  encouraging  behavior  change,  broadened  vision  of  school  health,  increased 
awareness  of  community  resources,  and  increased  competence  in  the  preceptor  role.  Most  emphasis  will  be 
placed  on  evaluating  the  effectiveness  of  the  project  in  providing  for  training  in  interdisciplinary  collaboration. 
Team  members  will  complete  a  tool  measuring  aspects  of  interdisciplinary  competence  at  the  beginning  and  end 
of  the  project.  In  addition,  subjective  responses  to  the  training  and  to  the  experience  of  working  on  an 
interdisciplinary  team  will  be  elicited  and  evaluated. 


Expanding  School  Health  Staff  Development  in 

MCHIP 

Massachusetts 

MCJ-25SH01 

University  of  Massachusetts  at  Dartmouth 

10/01/94-09/30/95 

College  of  Nursing 

Project  Director(s): 

Simmons  School  Health  Institute 

Patricia  Wing  Piessens 

North  Dartmouth,  MA  02747 

(508)  999-8589 

(508)  999-9127  fax 

PROBLEM:  As  the  year  2000  approaches  and  a  new  administration  in  Washington  begins  to  reform  health  care, 
the  health  of  children  and  adolescents  in  Massachusetts  deteriorates.  According  to  the  Annie  E.  Casey 
Foundation,  Massachusetts  has  dropped  from  2nd  place  in  a  1992  national  health  ranking  to  10th  place  in  1994. 
One  of  the  most  alarming  trends  is  the  juvenile  crime  arrest  rate  in  Massachusetts — the  eighth  worst  in  the 
Nation.  Other  findings  of  concern  are  the  increases  in  the  numbers  of  children  living  in  poverty  and  in  single 
parent  homes.  Massachusetts'  children  are  suffering  from  health  problems  that  span  from  chronic  medical  and 
developmental  problems  to  new  morbidities  related  to  drugs,  violence,  and  sexual  behaviors.  Many  teachers, 
administrators,  and  nurses  in  today's  schools  were  not  trained  to  address  the  new  morbidities  and  need  additional 
skills  in  the  management  and  support  of  comprehensive  health  services  in  educational  settings  to  meet  the  future 
health  needs  of  children  and  their  families. 


GOALS  AND  OBJECTIVES:  The  project  goal  is,  in  collaboration  with  the  Bureau  of  Family  and  Community 
Health  of  the  Massachusetts  Department  of  Public  Health  (MDPH),  to  improve  the  statewide  delivery  of 
comprehensive  health  and  human  services  by  school  health  personnel  to  children  and  adolescents  in  educational 
settings.  The  purpose  is  to  make  children  healthy,  more  resilient,  and  ready  to  learn. 

The  program  objectives  are  to  train  school  health  personnel  in: 

1 .  The  use  of  Early  and  Periodic  Screening,  Diagnostic  and  Treatment  (EPSDT)  services  in  educational 
settings; 

2.  Techniques  to  resolve  conflicts  (in  nonviolent  ways)  in  educational  settings; 

3.  Case  management  of  children  with  special  health  needs; 
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4.  Addressing  developmental  and  psychosocial  issues  of  children  and  youth; 

5.  The  use  of  school  health  management  information  systems; 

6.  Programs  to  promote  fitness,  nutrition,  and  stress  reduction; 

7.  Clinical  and  managerial  expertise  through  onsite  placement  in  school  health  centers;  and 

8.  The  managerial  functions  of  planning  and  delivering  comprehensive  health  services. 

METHODOLOGY:  Nurse  educators  and  other  experts  from  schools  and  communities  will  present  a  series  of 

professional  development  programs  to  promote  the  educational  and  clinical  preparation  of  school  health 
providers  in  all  six  regions  of  the  Commonwealth  of  Massachusetts.  The  programs  are  designed  to  improve  the 
delivery  of  comprehensive  health  and  human  services  for  children  and  adolescents  in  educational  sellings.  The 
content  of  the  programs,  based  on  current  health  needs  of  children,  includes  EPSDT  services  in  educational 
settings;  violence  prevention;  care  of  children  with  special  needs;  methods  to  respond  to  children's  psychosocial, 
developmental,  and  sexual  issues;  management  information  systems;  nutrition  and  fitness;  and  a  2-day,  onsite 
clinical  placement  in  10  school  health  centers  in  Massachusetts.   In  addition,  a  3-day  intensive  program  on 
management  of  school  health  centers  will  be  held  in  the  summer  institute  during  August  1995.  Sixty 
multidisciplinary  teams  (240  health  personnel)  are  expected  to  attend  each  program  session. 

This  project  builds  on  an  existing  structure,  known  as  the  UMass-Simmons  School  Health  Institute,  partially 
funded  by  MDPH.   In  spring  1994.  through  the  Massachusetts  Tobacco  Control  Program.  MDPH  awarded  a 
contract  to  the  University  of  Massachusetts  and  Simmons  College  to  begin  regional  contmuing  education 
programs  in  areas  such  as  health  assessment,  adolescent  health,  and  support  services  for  students.  The  goal  of 
the  MDPH  program  was  to  provide  accessible  programs  to  school  health  personnel  throughout  the 
Commonwealth.  The  institute  offered  35  workshops  between  April  and  July  1994  to  school  health  providers  in 
all  regions  of  Massachusetts.  The  program  ratings  were  excellent. 

The  institute  is  a  collaborative  effort  of  nursing  educators  from  the  University  of  Massachusetts  at  Dartmouth. 
Amherst,  and  Lowell,  and  Simmons  College.  This  public/private  venture  responds  to  the  health  and  education 
needs  of  children,  adolescents,  and  personnel  in  schools  in  the  Commonwealth.  The  institute  is  prepared  to  offer 
more  programs  addressing  methods  to  increase  delivery  of  comprehensive  health  care  in  school  health  centers.  It 
collaborates  with  the  MDPH  Bureau  of  Family  and  Community  Health,  the  National  Association  of  School 
Nurses,  the  Massachusetts  School  Nurse  Organization,  and  Children's  Hospital  in  Boston  to  miprovc  the  health 
of  all  children  and  adolescents.  It  also  collaborates  with  the  Department  of  Education  to  meet  certification 
regulations  for  school  nurses. 

E'VALUATION:  Formative  and  summative  evaluation  of  the  program  will  be  conducted.  Data  on  course 
enrollment  over  the  1-year  period  will  be  used  to  evaluate  each  project  objective.  Surveys  to  assess  usefulness  of 
course  content  and  clinical  experiences  will  be  undertaken.  A  written  followup  evaluation  will  be  performed  6 
months  after  the  workshops  to  monitor  satisfaction  with  the  program.  Telephone  interviews  of  30  health 
providers  who  participated  in  the  school  health  center  clinical  placement  activity  will  be  done.  Questionnaires 
will  be  sent  to  principals  of  schools  from  which  teams  attended  the  institute  to  determine  the  effect  of  team 
building  learned  in  the  institute's  professional  development  programs. 
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School  Health  Staff  Development:   Michigan 

MCHIP 

SBHC  Training  Project 

MCJ-26SH01 

Michigan  Department  of  Public  Health 

10/01/94-09/30/95 

3423  Martin  Luther  King  Boulevard 

Project  Director(s): 

P.O.  Box  30195 

Douglas  Paterson 

Lansing,  Ml   48909 

Contact  Person: 

(517)  335-8928  or  335-8884 

Paulette  Dunbar 

(517)  335-9222  fax 

PROBLEM:  There  is  a  growing  interest  in  school-based  health  centers  (SBHCs)  in  Michigan.  Twenty-six 
school-based  health  centers  are  funded  by  the  Michigan  Department  of  Public  Health  (MDPH),  and  several  other 
centers  in  the  State  are  independently  funded.  Thirteen  new  elementary  SBHCs  will  open  in  Detroit  in  1995. 
More  than  43  centers  are  expected  to  be  open  in  1995,  with  many  more  in  the  planning  stages. 

Last  year,  MDPH  participated  in  the  Center  for  Continuing  Education  in  Adolescent  Health's  (CCEAH)  Region 
V  pilot  program  for  training  on  adolescent  health,  which  offered  four,  2-day  sessions  to  capacity  audiences. 
Other  than  this  pilot  program,  the  opportunity  to  provide  Michigan  SBHC  staff  with  the  training  they  need  and 
want  has  been  limited.  A  survey  conducted  this  year  found  that  center  staffs  feel  they  have  a  reasonable  level  of 
understanding  in  many  areas  but  desire  more  advanced  training.  The  staff  in  the  large  numbers  of  new  centers 
also  will  need  training  in  three  areas:  Primary  care,  prevention  services,  and  center  operations. 

GOALS  AND  OBJECTIVES:  The  goal  of  the  training  project  is  to  enhance  the  knowledge  and  skills  of  school- 
based  health  personnel  and  affiliated  school  staff,  so  that  they  are  able  to  more  effectively  recognize  the  health 
needs  of  children  and  adolescents,  develop  comprehensive  and  multidisciplinary  services  to  meet  those  needs 
within  the  context  of  the  school,  and  deliver  services  in  the  most  appropriate  and  beneficial  manner,  especially 
for  those  children  and  adolescents  at  highest  risk  for  poor  outcomes. 

The  outcome  objectives  are  that  the  school-based  health  center  and  affiliated  school  staff  participating  in  the 
complete  training  series  will  be  able  to: 

1.  Describe  child  and  adolescent  physical  and  psychosocial  development  and  understand  normal  variations  in 
development; 

2.  Assess  a  child's  or  adolescent's  health  status  and  understand  the  relationship  between  the  status,  the  risk  and 
protective  factors,  and  the  health  outcomes; 

3.  Understand  the  relationship  between  a  child's  or  adolescent's  social  environment  (family,  school,  and 
community)  and  health  behaviors  and  outcomes,  and  use  this  understanding  in  developing  an  empathic 
relationship  with  the  child  or  adolescent  and  family; 

4.  Describe  risk-taking  behaviors  relative  to  substance  abuse,  violence,  school  failure,  and  sexuality; 
understand  how  these  behaviors  affect  health;  and  develop  and  deliver  the  most  effective  clinical  and 
preventive  services  to  effect  positive  health  outcomes; 

5.  Understand  the  nutritional  needs  of  children  and  adolescents,  identify  youths  at  risk  for  poor  nutritional 
outcomes,  and  develop  or  refer  appropriately  for  nutritional  interventions  for  high-risk  children  and 
adolescents; 

6.  Understand  the  barriers  to  effective  communication  with  children  and  adolescents  and  describe  techniques 
to  improve  communication  between  children,  adolescents,  their  families,  and  health  care  providers  to 
maximize  positive  health  outcomes; 

7.  More  effectively  design,  manage,  deliver,  and  evaluate  school-based  health  services  through  an 
interdisciplinary  model  using  case  management  and  teamwork  that  links  clinical  and  health  promotion 
services; 
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8.  Establish  more  positive  linkages  and  collaborations  with  school  personnel,  community  groups,  and  other 
agencies  to  maximize  access  to  and  use  of  SBHC  services  and  programs;  and 

9.  Understand  the  U.S.  and  Michigan  laws  relative  to  child  and  adolescent  health  care  and  apply  these  laws  to 
clinical  and  health  promotion  settings  to  maximize  services. 

METHODOLOGY:  The  program  will  have  several  components.  Track  I,  which  will  focus  on  introductory 
information  for  new  center  staff,  has  three  parts — child  health,  adolescent  health,  and  center  operations.  A  2-day 
training  on  school-age  child  health,  focusing  on  children  ages  5-10,  will  be  developed  over  a  2-month  period, 
bringing  together  segments  from  several  other  trainings,  as  no  national  curriculum  is  currently  available.  The 
adolescent  health  training  will  be  a  continuation  of  the  CCEAH  pilot  program  in  adolescent  health.  Michigan 
already  has  four  persons  prepared  to  implement  this  training.  A  1-day  training  on  how  to  plan,  manage,  and 
evaluate  SBHCs  will  be  developed  by  experienced  SBHC  managers. 

Track  II  will  provide  advanced,  intensive  trainings  on  selected  topics  for  current  center  staff.  Track  II  haj>  two 
components.  Twelve  intensive  1-day  or  1/2-day  workshops  will  focus  on  very  specific  topics,  as  determined  by 
the  needs  assessment  of  SBHCs.  The  workshops  will  be  presented  by  experts  in  the  field,  in  most  cases 
university  or  health  agency  staff  Cosponsorship  of  the  Michigan  Chapter  of  the  StKicty  of  Adolescent 
Medicine's  Conference  in  September  1995  will  focus  on  SBHCs.  There  will  be  a  half  day  of  training  workshops 
on  SBHCs. 

The  training  project  will  culminate  in  a  I -day  conference  on  "What  Works'  in  Michigan.  Two  national  speakers 
will  present  on  SBHCs,  preventive  services,  and  collaboration.  The  conference  will  also  feature 
workshops/poster  sessions  on  model  programs  in  the  State. 

The  project  will  be  managed  by  Health  Care  Education  Training,  Inc.,  which  has  coordinated  all  of  Michigan's 
Title  X  family  planning  training  programs  for  15  years.  It  will  bring  together  experts  from  all  three  major 
Michigan  universities,  health  agencies.  State  agencies,  local  SBHCs,  and  affiliated  school  personnel. 
Interdisciplinary  teams  consisting  of  center  and  school  staff  from  the  SBHCs  will  be  given  priority  for  attending 
training  sessions  and  workshops.  Parents  and  teens  will  be  provided  financial  support  if  needed  to  encourage 
their  participation. 

EVALUATION:  A  survey  of  all  participants  will  provide  information  on  who  attends;  a  pretest  and  posttest  of 
every  session  will  ascertain  if  knowledge  was  gained;  an  evaluation  of  trainers  will  determine  their  effectiveness; 
and  a  followup  survey  will  reveal  if  the  training  had  a  long-term  impact,  how  it  can  be  improved,  and  if  the  goals 
and  objectives  were  met. 


School  Health  Interdisciplinary  Staff 

MCHIP 

Development  Minnesota  Project 

MCJ-27SH01 

Minnesota  Department  of  Health 

10/01/94-09/30/95 

717  Southeast  Delaware  Street 

Project  Director(s): 

P.O.  Box  9441 

Norbert  Hirschhorn.  M.D. 

Minneapolis,  MN   55440-9441 

Contact  Person: 

(612)623-5107 

Jean  Cronje,  M.S.N. 

(612)  623-5442  fax 

PROBLEM:  Minnesota  needs  assessment  data  and  reports  from  school  health  administrators  indicate  a  major 
need  for  interdisciplinary  team  training  in  school-based  programs  that  will  improve  services  to  children  through 
more  effective  team  performance  and  functioning.  In  the  Minneapolis  and  St.  Paul  metropolitan  school  districts 
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there  are  18  clinics,  some  of  which  have  been  in  existence  for  more  than  20  years.  Several  suburban  schools 
have  initiated  plans  to  develop  school  clinics,  and  13  family  services  collaboratives  throughout  the  State  are 
seeking  to  coordinate  services  to  families  in  collocated  settings. 

In  spite  of  a  long-standing  and  growing  involvement  in  school-based  health  care,  staff  in  school-based  delivery 
settings  have  never  been  offered  interdisciplinary  training  to  improve  service  delivery.  Clinic  staff  report  great 
interest  in  such  training  and  prefer  that  it  be  offered  on  separate  days  throughout  the  school  year. 

This  project  addresses  two  problems  related  to  the  needs  of  school-based  health  care  settings:  (1)  The  lack  of 
advanced  training  designed  to  improve  the  service  level  among  experienced  staff  in  school-based  and  school- 
linked  health  delivery  settings,  and  (2)  the  deficiency  of  interdisciplinary  team  training  designed  to  improve  the 
function  of  such  health  care  teams. 


GOALS  AND  OBJECTIVES:  The  major  goals  and  their  attendant  objectives  are  as  follows: 

1.  Design  and  implement  an  interdisciplinary  training  curriculum  for  school-based  and  school-linked  clinics 
that  successfully  elevates  the  level  of  practice  at  such  sites  and  can  be  replicated  in  other  educational 
settings. 

a.  Design  a  training  system  that  improves  the  practice  of  experienced  interdisciplinary  teams  in  school- 
based  and  school-linked  health  service  delivery  settings. 

b.  Collect  conference  curriculums  in  freestanding  segments  so  that  the  complete  training  and  individual 
units  may  be  used  as  needed. 

2.  Improve  health  care  services  provided  to  students  in  school-based  and  school-linked  clinics. 

a.  Improve  service  expertise  of  interdisciplinary  staff. 

b.  Have  interdisciplinary  staff  members  in  school-based  and  school-linked  clinics  evaluate  their  own 
individual  competencies  based  on  the  practice  standards  of  their  professions.  These  staff  members  will 
then  create  their  own  individualized  target  education  achievement  outcomes  based  on  those  same 
standards. 

3.  Improve  the  functioning  of  interdisciplinary  and  interagency  teams  as  they  provide  health  care  services  in 
school  settings.  Interdisciplinary  school  health  team  members  will  analyze  their  team  dynamics  and  create 
an  action  plan  to  improve  team  functioning. 

METHODOLOGY:  The  project  will  hire  a  coordinator  responsible  for  carrying  out  all  goals  and  objectives. 
The  coordinator  will  perform  a  needs  assessment  by  surveying  current  school-based  and  school-linked  clinic 
staff.  An  evaluator  will  be  contracted  to  design  and  implement  an  evaluation  plan. 

The  coordinator  will  convene  an  ad  hoc  project  advisory  group  and,  under  its  direction,  plan  and  schedule  the 
coursework  indicated  by  the  needs  assessment.  The  training  itself  will  consist  of  two,  7-week  series  of  weekly 
3-hour  sessions.  Each  series  will  train  two  groups  of  25  participants.  The  participants  will  be  teams  of  personnel 
from  school-based  or  school-linked  settings  who  are  willing  to  commit  to  all  of  the  training  and  followup 
activities. 

Series  1  of  the  training  will  focus  on  delivery  of  care,  and  series  2  will  focus  on  staff  and  student  emotional  well- 
being.  These  focuses  will  offer  the  opportunity  to  present  many  topic  areas  to  improve  service  delivery  to 
students.  A  large  component  of  series  2  will  be  interdisciplinary  teaming.  Teams  from  respective  schools  will 
make  team  action  plans  to  address  improvement  in  the  function  of  their  teams. 

To  make  the  program  as  accessible  as  possible,  the  training  will  be  offered  in  afternoon  sessions  at  a  central 
location.  Stipends  will  be  offered  to  participants  and  may  be  paid  either  to  participants  or  to  sponsoring  agencies 
to  cover  staff  absences. 

Significant  coordination  will  occur  between  the  Minnesota  Department  of  Health  and  the  University  of 
Minnesota.  University  faculty  have  been  involved  in  the  development  of  this  project  and  will  be  considered  for 
faculty  assignment  to  the  training  program  as  appropriate.  The  university  and  community  agencies  involved  in 
school-based  delivery  of  health  care  will  be  included  in  the  ad  hoc  project  advisory  group. 
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EVALUATION:  A  combination  of  pretesting  and  posttesting,  sile-visit  faculty  reports,  participant  self-reports, 
and  student  satisfaction  surveys  will  be  used  to  evaluate  learner  and  process  outcomes.  A  contract  evalualor  will 
be  hired  to  assist  the  coordinator  in  the  design  and  execution  of  the  evaluation  plan.  The  evalualor  will  correlate 
the  data  and  submit  to  the  project  coordinator  an  evaluation  report  that  will  be  used  to  secure  continuing  funding 
of  the  training  program. 

In  the  course  of  project  evaluation,  the  coordinator  and  contract  evalualor  will  coordinate  the  Minnesota 
evaluation  with  any  national  evaluation  effort. 


Linking  Education  and  Providers  (LEAP)  MCHIP 

East  Carolina  University  MCJ-37SH01 

School  of  Nursing  10/01/94-09/30/95 

Greenville,  NC   27858  Project  Director(s): 

(919)  328-4323  Carol  Gordon  Cox 
(919)  328-4300  fax 


PROBLEM:  The  number  of  school-based  and  school-linked  health  centers  in  North  Carolina  has  increased  from 
2  in  1991  to  more  than  20  in  1994.  This  growth  has  created  a  need  for  health  care  providers  with  specialized 
training  in  child  and  adolescent  health. 

GOALS  AND  OBJECTIVES:  Goals  for  the  project  include: 

1 .  Preparing  health  care  providers  to  work  in  school  settings; 

2.  Establishing  interdisciplinary  collaboration  between  health  care  providers  and  other  school  personnel:  and 

3.  Developing  guidelines  for  content  and  educational  experiences  that  are  generalizable  to  other  settings. 

METHODOLOGY:  The  Linking  Education  and  Providers  (LEAP)  project  will  use  a  threefold  approach. 

1.  Three  regional  workshops  will  be  held  at  locations  across  the  State  in  spring  1995.  The  workshops  will 
accommodate  a  total  of  60  participants  and  will  include  representatives  from  each  of  the  current  school- 
based  centers.  The  workshop  curriculums  will  include: 

a.  Basic  concepts  in  identifying  the  health  needs  of  adolescents; 

b.  Violence  prevention  and  mediation  in  school  settings;  and 

c.  Interdisciplinary  health  care  practice  in  school  settings. 

2.  Two  5-hour  teleconference  workshops  will  be  offered  at  six  sites  in  April  and  May  1995.  This  10-hour 
program  will  allow  health  care  providers  to  join  with  other  school  personnel — administrators,  teachers, 
counselors,  social  workers,  and  nurses — in  home-based  teams  to  discuss  child  and  adolescent  health  issues 
covering  both  primary  health  care  and  interdisciplinary  collaboration. 

3.    Guidelines  developed  will  be  used  to  offer  university  faculty  at  five  institutions  instruction  and  trainer 

certification  in  adolescent  health,  violence  and  conflict  resolution  and  mediation,  and  interdisciplinary  health 
care  in  school  settings.  Participants  will  include  faculty  in  nursing,  social  work,  physician  assistant,  and 
health  education  programs.  These  guidelines  will  assist  future  State  and  national  efforts  to  prepare  and 
provide  educational  offerings  for  school-based  and  school-linked  health  centers. 
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East  Carolina  University  (ECU)  will  coordinate  the  project.  An  assistant  professor  in  the  School  of  Nursing  will 
serve  as  full-time  project  director.  She  will  work  in  conjunction  with  already-established  relationships  with  the 
State's  area  health  education  centers,  the  North  Carolina  Research  Education  Telecommunications  Network,  the 
North  Carolina  Department  of  Environment,  Health  and  Natural  Resources  (Maternal  and  Child  Health 
Division),  the  Coalition  for  Healthy  North  Carolina  Youth,  and  the  University  of  North  Carolina  System.  The 
ECU  Schools  of  Nursing,  Medicine,  and  Social  Work  and  the  Department  of  Health  Education  have  strong 
faculty  with  experience  in  preparing  health  care  providers  and  working  in  school  settings. 

EVALUATION:  The  project  will  use  both  qualitative  and  quantitative  measurements  to  evaluate  process 
outcomes  and  program  impact.  All  curriculum  content  will  have  pretest  and  posttest  measures.  Participants  will 
evaluate  each  training  program  using  a  Likert-type  scale,  and  the  results  will  be  tabulated  and  analyzed. 
Participant  satisfaction  and  projected  plans  for  future  application  of  content  will  be  measured  during  training,  at 
the  conclusion  of  training,  and  at  6  months  following  training. 


School-Based  Health:   Family  Integration 

MCHIP 

Project 

MCJ-41SH01 

Oregon  Health  Division 

10/01/94-09/30/95 

800  Northeast  Street,  #21 

Project  Director(s): 

Portland  ,  OR  97232 

Donna  Clark,  R.N.,  M.N. 

(503)  731-4399  or  731-4584 

Contact  Person: 

(503)  731-4083  fax 

Tammis  Alexander 

PROBLEM:  Oregon's  experience  with  school-based  health  centers  (SBHCs)  since  1985  has  helped  demonstrate 
the  importance  and  need  of  addressing  interpersonal  and  intra-agency/interagency  issues  when  the  cultures  of 
education,  public  health,  and  family  enter  a  relatively  new  partnership.  Issues  of  policy  and  procedure,  parental 
involvement  and  consent,  communication,  turfism  and  role  definition,  cultural  competence,  and  effective 
teaming  practices  are  all  examples  of  identified  concerns.  If  these  real  concerns  are  not  addressed  proactively, 
they  can  inadvertently  create  barriers  and  fragment  young  partnerships,  resulting  in  reduced  SBHC  access  for 
youth  and  their  families,  and  ultimately  negatively  affect  the  quality  of  services.  The  ongoing  needs  of  the  19 
operational  SBHCs  combined  with  the  realistic  potential  for  the  State  to  secure  funding  for  up  to  20  new  centers 
make  this  staff  development  project  important  for  future  training  resources  that  will  help  improve  outcomes  of 
existing  or  newly  formed  SBHC  community  partnerships. 

GOALS  AND  OBJECTIVES:  The  purpose  of  the  project  is  to  enhance  the  development  and  effectiveness  of 
existing  SBHCs  through  a  combined  process  for  developing  school  personnel  and  health  professional  staff.  The 
overall  goals  of  this  project  are  to: 

1.  Facilitate  enhanced  intra-agency/interagency  and  interpersonal  relationships  of  all  SBHC  partners  to 
improve  youth  health  care  access  and  quality; 

2.  Develop  regional  multidisciplinary  training  teams  as  a  staff  development  resource  to  SBHCs  and  their 
school/community  partners  who  provide  school-linked  health  services  and  health  promotion  programs; 

3.  Help  SBHC  and  school  staff  assess  the  local  issues  related  to  parent/family  involvement  and  interagency 
collaboration  of  health  services  and  health  promotion  programs  in  their  school/community  climate; 
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4.  Provide  a  framework  and  planning  process  to  assist  SBHCs  in  developing  strategies  to  reduce  existing 
school/health  center/community  barriers  to  promote  more  meaningful  parent  and  family  mvolvement  and  to 
strengthen  their  partnership;  and 

5.  Identify  and  disseminate  resources  to  support  improved  family  integration  with  SBHCs  and  health  education 
programs. 

METHODOLOGY:  Core  activities  provide  for  the  development  of  10  multidisciplinary  training  teams 
representing  the  counties  where  SBHCs  currently  are  in  operation,  creating  a  regional  network  of  trained  teams 
for  the  Slate.  Teams  will  consist  of  five  to  seven  individuals  representing  SBHC  staff,  local  health  and  mental 
health  departments,  parents,  school  administration,  classroom  leaching,  pupil  services,  and  other  child  advtKates 
of  SBHC  services  and  educational  programming.  Each  team  will  receive  an  onsitc  training  of  trainers.  Teams 
will  return  to  their  communities  to  conduct  the  local  assessment/planning  process  using  a  participant  guide  with 
an  even  broader  SBHC  community  audience.  Assurances  will  be  included  as  part  of  the  team  selection  process 
to  guarantee  that  services  will  be  used  and  that  activities  are  documented  and  assessed. 

The  planning,  curriculum  development,  and  implementation  of  the  School-Based  Health:  Family  Integration 
Project  honor  the  value  of  mulliplc  perspectives,  and  the  project  has  been  envisioned  and  executed  thus  far  as  a 
collaborative  process.  Faculty  will  be  drawn  from  individuals  who  have  direct  experience  with  SBHC 
development,  implementation,  and  operation.  Faculty  will  include  representation  from  the  Oregon  Health 
Division,  Oregon  Department  of  Education,  Oregon  Health  Sciences  University  School  of  Nursing,  local  health 
and  mental  health  departments,  school-based  health  center  staff,  parent  consumers  of  SBHC  services,  and  ItKal 
educational  agencies  or  service  districts. 

EVALUATION:  A  process  evaluation  will  be  conducted  for  the  curriculum  development,  multidisciplinary 
team  training,  and  followup  activities.  Evaluation  of  local  outcomes  will  be  designed  and  integrated  into  the 
training  materials  to  capture  local  training  activity,  participant  demographics,  and  local  action  planning.  This 
documentation  and  reporting  of  local  training  will  be  linked  to  the  original  assurances  for  each  multidisciplinary 
training  team  to  help  ensure  that  data  are  captured.  This  information  also  will  provide  the  basis  for  a  future 
supplemental  resource  and  feedback  at  the  local  level. 


Pennsylvania  Healthy  Schools,  Healthy  MCHIP 

Communities  Staff  Development  Project  MCJ-42SH01 

East  Stroudsburg  University  10/01/94-09/30/95 

Health  Department  Project  Director(s): 

East  Stroudsburg,  PA    18301  William  C.  Livingood 
(717)422-3693 
(717)  422-3777  fax 


PROBLEM:  An  intensive  ethnographic  evaluation  of  seven  selected  school-based  health  centers  (SBHCs) 
revealed  that  collaboration  and  cohesion  among  SBHC  staff  is  a  problem.  Staff  come  from  different  disciplines, 
frequently  have  different  employers,  and  represent  different  organizational  cultures.  Collaboration  and  cohesion 
are  critical  for  SBHCs  to  function  effectively  and,  in  the  long  term,  to  become  institutionalized.  SBHCs  also  use 
and  interact  with  systems  to  which  school  and/or  health  personnel  previously  have  had  little  exposure.  Other 
sources  of  data  for  needs  assessment  revealed  that  staff  need  training  to  function  as  a  team  within  their  complex 
organizational  cultures  and  systems. 
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GOALS  AND  OBJECTIVES:  The  following  goals  and  objectives  will  guide  the  staff  development  project.  The 
objectives  include  knowledge,  attitude,  skill,  and  practice-based  outcomes. 

1 .  Improve  the  quality  of  SBHC  services  through  collaborative  interdisciplinary  team  efforts. 
Participants  will: 

a.  Recognize  the  value  of  interdisciplinary  team  approaches  for  improving  SBHC  service  quality; 

b.  Use  interdisciplinary  team  approaches  for  quality  improvement  in  SBHC  services;  and 

c.  Develop  a  team  plan  to  improve  the  quality  of  service  delivered  by  the  SBHC. 

2.  Improve  the  quality  of  SBHC  services  through  more  effective  use  of  organizational  regulatory  and  family 
systems. 

Participants  will: 

a.  Identify  the  characteristics  of  school  and  health  care  organizational  cultures; 

b.  Demonstrate  skills  for  interacting  with  critical  health  care  policymakers; 

c.  Analyze  recent  and  proposed  State  policy  changes  for  impact  on  their  SBHCs; 

d.  Recognize  the  impact  of  the  family  environment  on  SBHC  service  and  outcomes; 

e.  Develop  approaches  to  service  delivery  that  are  sensitive  to  the  family  environment; 

f.  Develop  a  plan  to  effectively  use  and  integrate  the  school's  health  education  resources  within  the 
SBHC; 

g.  Use  appropriate  procedures  to  facilitate  third-party  billing;  and 

h.     Develop  a  plan  to  effectively  use  critical  resources  in  the  community  to  the  maximum  extent  possible. 

3.  Improve  the  quality  of  SBHC  services  through  improved  information  systems. 
Participants  will: 

a.  Recognize  the  value  of  information  systems  for  improving  the  quality  of  the  SBHC  (knowledge  and 
attitude); 

b.  Demonstrate  skills  to  enter  and  access  information  from  the  School  HealthCare  ONLINE! ! !  system 
(skill);  and 

c.  Use  the  School  HealthCare  ONLINE! ! !  information  system  (practice). 

METHODOLOGY:  The  staff  development  project  will  use  two  conferences  with  followup  staff  support  to 
implement  an  interdisciplinary  team  approach.  The  approach  is  based  on  a  synthesis  of  the  Total  Quality 
Management  Peer  Coaching  and  Keystone  Organizational  Change  models.  Conferences  will  be  offered  in  the 
eastern  and  western  parts  of  the  State.  The  conferences  will  be  composed  of  presentations  followed  by 
workshops  where  the  teams  from  each  SBHC  develop  their  plans  for  staff  improvement.  Presentations  and 
workshops  will  focus  on  the  following  identified  needs:  (1)  Staff  cohesion  and  collaboration,  (2)  multiple 
organizational  cultures,  (3)  health  care  policy,  (4)  financial  sustainability,  (5)  family  environment,  (6)  health 
education,  (7)  community  resources,  and  (8)  information  and  data  processing. 

The  staff  development  project  will  be  coordinated  through  East  Stroudsburg  University  in  partnership  with  the 
Pennsylvania  Department  of  Health,  Division  of  Maternal  and  Child  Health;  the  Health  Education  Center  of 
Pittsburgh;  and  the  Pennsylvania  School  Health  Association.  A  steering  committee  composed  of  the  partners. 
Department  of  Education  officials,  and  representatives  of  selected  SBHCs  will  guide  implementation  of  the  staff 
development  project. 

EVALUATION:  The  staff  development  evaluation  will  use  both  quantitative  and  qualitative  methods  to  assess 
the  processes  and  outcomes  of  the  project. 
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Participants  and  project  partners  will  be  surveyed  concerning  various  processes,  including  presentations, 
workshops,  and  materials  from  the  conferences,  and  staff  support  and  followup  to  the  conferences. 

Several  data  sources  will  be  used  for  outcome  evaluation.  Since  each  SBHC  will  be  developing  an  action  plan 
with  specified  outcomes,  the  identified  plans  will  provide  the  "markers"  for  evaluation.  Self-assessed 
observations  and  project  staff  observations  of  the  outcomes  related  to  the  markers  will  be  analyzed. 
Collaborative  team  functioning,  considered  a  process  from  many  perspectives,  is  a  major  outcome  of  the  staff 
development  process.  Open-ended  questions  and  guided  observations  (checklists)  during  the  conference  and  at 
the  SBHC  site  will  form  the  basis  for  evaluating  this  outcome. 
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Healthy  Schools,  Healthy  Communities 

School-based  Health  Centers 


Family  Oriented  Primary  Care  Clinic 

251  North  Bayou  Street,  P.O.  Box  2867,  Mobile,  AL  36652 

Phone;  (205)690-8115 

Fax:  (205)690-8853 

Contact:  Joe  M.  Dawsey,  M.P.H.,  Director,  Family  Health  Clinic 

Project  Site:  Mobile  County  Middle  Training  School 

Jefferson  Comprehensive  Care  Systems 

P.O.  Box  1285,  1 101  Tennessee  Street,  Pine  Bluff,  AR  71613 

Phone:  (501)543-2380 

Fax:  (501)535-4716 

Contact:  Lamell  W.  Davis,  Executive  Director 

Project  Site:  Altheimer  High  School 

San  Bernardino  County  Public  Health  Department 

351  Mt.  View,  Rm.  301,  San  Bernardino,  CA  92415-0010 

Phone:  (909)387-6240 

Fax:  (909)387-6228 

Contact:    Betty  Ansley 

Project  Site:  Westside  Elementary  School 

Logan  Heights  Family  Health  Center 

3544,  30th  Street,  San  Diego,  CA  921 13 

Phone:  (619)683-7555  ext.148 

Contact:  Elizabeth  Ramos 

Project  Site:  Sherman  Preparatory  Elementary  School 

The  Children's  Hospital 

1056  E.  19th  Avenue,  B-215,  Denver,  CO  80218 

Phone:  (303)894-0401 

Fax:  (303)861-6932 

Contact:  Linda  Therrien,  RN,  MS 

Project  Site:  Sheridan  Middle  School 

Denver  Health  and  Hospitals 

777  Bannock,  Denver,  CO  80204-4507 

Phone:  (303)436-7433 

Fax:  (303)436-5093 

Contact:  Barbara  Ford,  Program  Administrator 

Project  Site:  Valdez  Elementary  School 

Community  Health  Care,  Inc. 

3020  14th  Street,  NW,  P.O.  Box  43564,  Washington,  DC  20009-3564 

Phone:  (202)745-4444 

Fax:  (202)588-0192 

Contact:  Ellen  King,  1 1521  Cosca  Park  Place,  Clinton,  MD  20735 

Project  Site:  Fletcher  Johnson  Educational  Center 
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Stanley  C.  Myers  Community  Health  Center 

710  Alton  Road,  Miami  Beach,  FL,  33139 

Phone:  (305)  305-538-8835 

Fax:  (305)532-5766 

Contact:  Rosemary  Santamaria,  and  Beverly  Press,  Executive  Vice  President 

Project  Site:  Miami  Beach  Senior  High  School 

Emory  University,  School  of  Medicine, 
Department  of  Pediatrics 

Address:  69  Butler  Street.  SE,  Atlanta,  GA  30303 

Phone:  (404)616-5208 

Fax:  (404)525-2816 

Contact:  Dr.  Veda  Johnson 

Project  Site:  Whiteford  Elementary  School 

University  of  Illinois,  Board  of  Trustees 
(Mile  Square  Health  Center) 

2045  W.  Washinglon/MC  698,  Chicago,  IL  60612-2494 

Phone:  (312)413-7810 

Fax:  (312)413-7812 

Contact:  Cynthia  Barnes-Boyd,  Ph.D.,  Executive  Director 

Project  Site:  Suder  Elementary  School 

Health  and  Hospitals  Corporation  of  Marion  County 

3838  North  Rural  Street,  Indianapolis,  IN  46205-2930 

Phone:  (317)921-3163 

Fax:  (317)921-3153 

Contact:  Gerry  Whitaker,  Director,  Adolescent  Program 

Project  Site:  Manual  High  School 

Lexington  -  Fayette  County  Health  Department 

650  Newton  Pike,  Lexmgton,  KY  40508- 11 97 

Phone:  (606)288-2323 

Fax:  (606)288-2359 

Contact:  Antonia  Ellis,  and  Dr.  Tom  Young,  Evaluator 

Project  Site:  Harrison  Elementary  School 

Regional  Medical  Center  at  Lubec 

South  Lubec  Road,  P.O.  Drawer  130,  Lubec,  ME  04652 
Phone:  (207)733-5541 
Fax:  (207)733-2847 
Contact:  Marilyn  Hughes 
Project  Site:  Lubec  School 

Baltimore  City  Health  Department 

303  E.  Fayette  Street,  Baltimore,  MD  21202-3418 

Phone:  (410)396-3185 

Fax:  (410)727-2722 

Contact:  Bunny  Rosenthal 

Project  Site:  Harford  Heights  Elementary  School 

Cherry  Street  Health  Services 

550  Cherry  Street,  SE,  Grand  Rapids,  MI  49503 

Phone:  (616)235-0231 

Fax:  (616)235-0739 

Contact:  Gabriel  Works 

Project  Site:  Burton  Elementary  School/Burton  Renaissance  Montessori  Middle  School 
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Family  Health  Center,  Inc. 

117  West  Patterson  Street,  Kalamazoo,  MI  49007-2581 

Phone:  (616)349-2646 

Fax:  (616)349-4373 

Contact:  Eurkres  Smith,  Executive  Director 

Project  Site:  Edison  Elementary  School 

Leech  Lake  Tribal  Council 

Rt.  3,  Box  100,  Cass  Lake,  MN  56633 

Phone:  (218)335-8820 

Fax:  (218)335-8947 

Contact:  Dr.  Linda  Frizzell 

Project  Site:  Bug-o-nay-ge-shig-School 

Health  Start,  Inc. 

590  Park  Street,  Suite  208,  St.  Paul,  MN  55103-1843 

Phone:  (612)221-3441 

Fax:  (612)221-3946 

Contact:  Donna  Zimmerman,  Executive  Director 

Project  Site:  Highland  Park  Junior  Senior  High  School 

Madison  -  Yazoo  -  Leake  Family  Health  Center 

1111  West  Peace  Street,  P.O.  Box  588,  Canton,  MS  39046-0588 

Phone:  (601)859-4786 

Fax:  (601)859-8771 

Contact:  Ralph  Bumey,  Executive  Director 

Project  Site:  Nichols  Middle  School 

Eastern  Band  of  Cherokee  Indians 

P.O.  Box  455,  Cherokee,  NC  28719 

Phone:  (704)497-9485 

Fax:  (704)497-7380 

Contact:  Dr.  Paula  Butler 

Project  Site:  Cherokee  Elementary  School 

Multnomah  County  Health  Dep£irtment 

Eighth  Floor,  426  Southwest  Stark,  Portland,  OR  97204 

Phone:  (503)248-3674 

Fax:  (503)248-3676 

Contact:  Denise  Chuckovich 

Project  Site:  Lincoln  Park  Elementary  School 

Blue  Ridge  Community  Health  Services 

Howard  Gap  Road  and  Highway  64  East,  P.O.  Box  5151, 

Hendersonville,  NC  28793 

Phone:  (704)692-4289 

Fax:  (704)692-4396 

Contact:  Barbara  Garrison 

Project  Site:  Apple  Valley  Middle  School 

Quality  Community  Health  Care 

2801  W.  Dauphin  Street,  #240,  P.O.  Box  50356, 

Philadelphia,  PA  19132 

Phone:  (215)227-0300 

Fax:  (215)227-0302 

Contact:  Marcella  E.  Lingham,  Ed.D. 

Project  Site:  Vaux  Middle  School 


School  Health  79 


Blackstone  Valley  Community  Health  Care 

42  Park  Place,  Pawiucket,  RI  02860 

Phone:  (401)729-0080 

Fax:  (401)728-8730 

Contact:  Chris  Shea,  Executive  Director 

Project  Site:  Central  Falls  Junior  Senior  High  School 

East  Tennessee  State  University 

College  of  Nursing,  Department  of  Family  and  Community  Nursing, 

P.O.  Box  70676,  Johnson  City,  TN  37614-0676 

Phone:  (615)929-4484 

Fax:  (615)929-5903 

Contact:  Dr.  Sonda  Oppewal 

Project  Site:   Hancock  County  High  School 

United  Neighborhood  Health  Services 

617  S.  8lh  Slroct,  Nashville,  TN,  37206 

Phone:  (615)228-8902 

Fax:  (615)226-2679 

Contact:  Mary  Bufwack,  Executive  Director 

Project  Site:  East  Nashville  Middle  School 

New  River  Health  Association,  Inc. 

P.O.  Box  337,  Scarbro,  WV  25917 

Phone:  (304)465-1378 

Fax:  (304)465-1518 

Contact:  Jennifer  Mead 

Project  Site:  Richwood  Junior  Senior  High  School 
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Adolescent  Pregnancy:   Care,  Parenting,  and  Prevention 


The  problems  associated  with  adolescent  pregnancy  are  well-documented  and  continue  to  challenge  health  care 
providers,  community  workers,  social  service  personnel,  educators,  and  policy  and  program  development 
experts.  Problems  such  as  poor  educational  achievement,  poverty,  family  instability,  homelessness,  lack  of 
prenatal  care,  low  birthweight  infants,  and  compromised  child  development  persist  for  adolescent  parents  and 
their  children. 

Over  30  years  ago,  the  Maternal  and  Child  Health  Bureau,  responding  to  the  growing  numbers  of  young 
adolescents  who  were  pregnant  and  parenting,  began  to  address  the  health,  educational,  and  social  risks  of  early 
childbearing.  Today,  through  such  programs  as  Community  Integrated  Service  Systems  (CISS),  Healthy 
Tomorrows,  Healthy  Start,  and  Special  Projects  of  Regional  and  National  Significance  (SPRANS),  MCHB 
supports  innovative  community-based  services  for  pregnant  and  parenting  adolescents. 

The  Maternal  and  Child  Health  Bureau  and  the  Center  for  Substance  Abuse  Prevention,  Substance  Abuse  and 
Mental  Health  Services  Administration,  have  jointly  funded  147  demonstration  grant  projects  under  the  Pregnant 
and  Postpartum  Women  and  Their  Infants  (PPWI)  initiative.  Nine  projects  within  this  initiative  specifically 
target  substance  abuse  prevention  and  treatment  for  pregnant  and  parenting  adolescents.  Abstracts  of  these 
projects  are  included  in  this  chapter. 

Some  projects  funded  by  the  Healthy  Start  Initiative  to  reduce  infant  mortality  provide  specialized  services  for 
adolescents,  such  as  primary  and  preventive  health  care  to  prevent  pregnancy,  outreach  to  help  young  pregnant 
adolescents  enroll  in  prenatal  care,  and  prenatal  and  parenting  education.  These  efforts  are  outlined  in  this 
chapter. 


San  Mateo  County  Community  Integrated 

CISS 

Service  System 

MCJ-06K913 

San  Mateo  County  Human  Services  Agency 

10/01/92-09/30/96 

225  West  37th  Avenue 

Project  Director(s): 

San  Mateo,  CA  94403 

Carolina  Jane 

(415)  573-3703 

(415)  573-2670  fax 

PROBLEM:  Pregnant  and  postpartum  mothers  who  abuse  alcohol  and  drugs,  often  in  combination,  adversely 
affect  the  health  of  their  children.  Significant  health  problems  may  include  low  birthweight  births,  premature 
labor  and  delivery,  possible  withdrawal,  sudden  infant  death  syndrome,  and  developmental  or  behavioral 
problems  in  infants  and  children.  In  addition,  many  pregnant  women  and  mothers  with  children  most  at  risk  for 
serious  preventable  problems  do  not  seek  appropriate  health  care. 

In  San  Mateo  County,  these  problems  are  most  serious  for  adolescents  and  African  Americans.  County  data 
indicate  that  health  risks  associated  with  pregnancy  are  significantly  higher  for  adolescents  than  for  any  other 
age  group.  Over  50  percent  of  adolescents  in  the  county  do  not  receive  early  prenatal  care.  In  addition,  many  of 
them  abuse  alcohol  and  drugs.    Despite  the  commitment  of  new  resources  to  improve  the  health  of  mothers  and 
infants  in  San  Mateo  County,  there  are  still  problems  with  delivering  health  care  to  adolescent  mothers  and  their 
infants  and  mothers  who  are  substance  abusers  and  their  infants,  especially  among  immigrants  and  African 
Americans  in  the  county's  three  poorest  communities.  Two  major  factors  are  the  fragmented,  overlapping 
systems  of  health  care  services  and  the  separation  of  medical  care  from  drug  and  alcohol  services. 

GOALS  AND  OBJECTIVES:  Goal  1  of  the  project  is  to  reduce  infant  mortality  and  increase  access  to  health 
care  services.  Goal  1.1  is  to  develop  a  perinatal  training  and  referral  network  by  September  1993  that  increases 
local  capacity  to  assist  at-risk  pregnant  and  postpartum  women  and  their  infants.  Goal  1.2  is  to  increase  the 
percentage  of  pregnant  substance  abusers  who  receive  case  management  services  from  25  percent  to  50  percent 
by  September  1996.  Goal  1.3  is  to  decrease  the  county's  African-American  infant  mortality  rate  from  18.2  per 
1,000  to  the  Healthy  People  2000  objective  of  12.8  per  1,000  by  September  1996. 

Goal  2  is  to  provide  comprehensive  health  care  for  adolescents,  with  a  focus  on  adolescents  who  are  pregnant. 
Goal  2.1  is  to  reduce  the  birth  rate  among  adolescents  from  36  per  1,000  adolescent  women  to  25  per  1,000 
adolescent  women  by  September  1996.  Goal  2.2  is  to  increase  the  percentage  of  pregnant  adolescents  receiving 
first  trimester  prenatal  care  from  the  current  level  of  47  percent.  Goal  2.3  is  to  provide  alcohol/drug  assessments 
and/or  treatment  referrals  for  100  pregnant  adolescents  or  at  least  50  percent  of  the  county's  pregnant 
adolescents  annually. 

METHODOLOGY:  The  Community  Integrated  Service  Systems  (CISS)  project  combines  and  integrates  three 
existing  case  management  teams:  The  Inter- Agency  Perinatal  Substance  Abuse  Team  (IPSAT),  the  Adolescent 
Family  Life  Program,  and  Prenatal  Advantage/Black  Infant  Health.  Services  will  be  expanded  to  reach  more 
women  and  infants,  and  barriers  to  health  care  will  be  eliminated  by  one-stop  shopping  and  home  visits  in  target 
communities.  Underserved  Latina,  Asian,  and  African- American  women  will  be  reached  via  activities  that  focus 
on  the  family  and  take  into  account  their  own  cultures.  These  activities  include  team  case  management,  in-home 
advocacy,  peer  support,  and  assistance  with  child  care  and  transportation.  The  San  Mateo  County  Human 
Services  Agency  and  Health  Services  Agency  will  collaborate  with  a  network  of  community  service  providers  to 
improve  the  integration  of  services  for  mothers  and  infants.  This  will  be  accomplished  by  ongoing  staff  training 
and  cross-training,  establishment  of  policies  and  procedures  for  formalized  linkages  of  services,  and  a 
multidisciplinary  single-point  assessment  system.  The  assessment  process  will  eliminate  service  fragmentation 
and  will  create  a  single  point  of  entry  into  the  health  system  for  pregnant  women. 
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The  project  team  is  in  contact  with  the  State  Maternal  Child  Adolescent  Health  program.  Project  team  members 
are  also  working  with  Slate  Health  2000  on  goals  and  objectives  and  are  coordinating  programs  with  Health  Plan 
of  San  Mateo,  a  public  health  maintenance  organization. 

EVALUATION:  There  is  both  a  process  and  an  outcome  evaluation.  The  process  evaluation  involves  daily 
activity  logs,  assessment  data  input,  minutes,  staff  and  provider  interviews,  policy  and  procedure  reviews, 
memorandum  of  understanding  (MOU)  compliance  review,  training  program  evaluations  and  reviews,  and  other 
techniques  to  document  and  track  client  activities.  The  outcome  evaluation  will  compare  statistics  on  women 
and  infants  in  the  periods  1992-94  and  1994-96  to  those  for  the  base  years  1990-92  in  order  to  determine  the 
effectiveness  of  the  activities  of  the  CISS  project.  This  data  will  include  statistics  on  case  management,  African- 
American  infant  mortality,  the  adolescent  birth  rate,  the  number  of  pregnant  adolescents  receiving  first  trimester 
prenatal  care,  and  the  number  of  pregnant  adolescents  receiving  alcohol/drug  treatment  referrals.  Information 
from  the  evaluation  will  be  documented  in  quarterly  and  annual  reports. 

EXPERIENCE  TO  DATE:  The  Perinatal  Network,  a  coalition  of  20  county  departments,  community-based 
organizations,  and  consumers  of  social  services,  has  been  established,  has  held  the  first  of  its  networking  and 
training  breakfasts,  and  has  begun  developing  formal  linkages  with  community  agencies.  The  council  and  the 
three  agencies  are  working  to  develop  consensus  on  the  single-point  assessment  for  at-risk  pregnant  and 
postpartum  women  and  their  infants.  Home  visits  to  substance-abusing  pregnant  women  have  begun,  as  have 
service  linkages.  Parenting  education  will  begin  in  June  1993.  By  September  1993.  50  percent  of  IPSAT  CISS 
clients  will  have  service  plans  based  on  assessed  needs.  Specialized  outreach  and  one-stop  shopping  have  been 
put  in  place  for  African-American  parents  to  help  reduce  the  African-American  infant  mortality  rate.  Tlie  staff 
of  the  Adolescent  Family  Life  Program  have  started  working  with  adolescent  mothers  to  help  them  achieve  self- 
sufficiency  and  have  started  making  regular  home  visits.  The  three  agencies  involved  in  the  CISS  project  have 
designed  an  alcohol/drug  assessment  that  will  be  used  for  pregnant  adolescents  starting  in  June  1993.  Training 
for  case  management  for  pregnant  adolescents  will  begin  in  July  and  case  management  will  begin  no  later  than 
September. 


San  Mateo  County  Perinatal  Care  Outreach  MCHIP 

Program  MCJ-06P001 

San  Mateo  County  Human  Services  Agency  10/01/94-09/30/95 

225  West  37th  Avenue  Project  Director(s): 

San  Mateo.  CA   94403  Susan  Brooks 

(415)573-2885  Contact  Person: 

(415)  573-2690  fax  Carolina  Jane 


PROBLEM:  Late  and  inconsistent  perinatal  care  is  a  major  factor  in  low  birthweight  and  infant  mortality, 
particularly  for  infants  delivered  to  women  with  substance-abuse  problems  and  to  adolescent  mothers.  In  a 
recent  sample  of  San  Mateo  County  perinatal  services  for  these  populations,  only  12  percent  of  women  entered 
programs  in  the  first  trimester  of  pregnancy. 

County  data  indicate  that  health  risks  are  significantly  higher  for  adolescent  mothers,  substance-abusing  pregnant 
women,  and  their  infants.  More  than  62  percent  of  pregnant  adolescents  did  not  receive  early  prenatal  care  in 
1992.  In  a  recent  review  of  perinatal  service  cases,  52  percent  of  women  served  reported  using  drugs  during  the 
first  trimester  of  pregnancy,  including  alcohol,  cocaine,  heroin,  and  marijuana. 
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Despite  the  commitment  of  new  resources  to  mother-infant  health,  barriers  to  care  persist  for  substance-abusing 
and/or  adolescent  mothers  and  their  infants,  particularly  for  immigrants  and  African  Americans  in  the  county's 
three  lowest  income  communities.  Most  obstacles  to  care  are  cultural  (language  barriers,  distrust,  and 
misunderstandings)  and  practical  (no  transportation,  money,  or  insurance).  These  obstacles  result  from 
inadequate  emphasis  on  the  importance  of  providing  care  that  considers  the  context  in  which  women  and  their 
children  live. 


GOALS  AND  OBJECTIVES:  The  San  Mateo  County  Human  Services  Agency's  comprehensive  planning 
project  is  directly  related  to  the  California  MCH  Healthy  People  2000  objective  of  ensuring  that  90  percent  of 
pregnant  women  receive  first-trimester  prenatal  care.  Our  planning  objectives  are  to: 

1 .  Define  and  develop  the  outreach  component  of  an  integrated  perinatal  service  continuum  for  women  in 
high-risk  communities; 

2.  Design  a  paraprofessional  community  health  worker  program  for  outreach  to  immigrant  and  African- 
American  women;  and 

3.  Develop  a  peer  outreach  program  using  well-functioning,  older  adolescent  mothers  to  reach  younger 
pregnant  adolescents. 

The  overall  significance  of  this  project  lies  in  the  design  of  culturally  focused  and  age-appropriate  outreach 
strategies  and  programs.  The  Perinatal  Care  Outreach  Program  (PCOP)  will  create  a  practical  and  replicable 
outreach  component  of  our  perinatal  service  program  to  engage  hard-to-reach  substance-abusing  and/or 
adolescent  women. 


METHODOLOGY:  Through  the  23-member  San  Mateo  County  Perinatal  Council,  PCOP  will  design  a 
comprehensive  outreach  component  to  improve  access  to  our  perinatal  care  continuum  for  adult  and  adolescent 
women  in  low-income,  minority  communities.  The  Perinatal  Council  will  build  on  needs  assessment,  program 
coordination,  and  liaison  with  State  MCH  to  accomplish  planning  objectives. 

A  community  planning  process  will  use  needs/resource  mapping,  surveys,  focus  groups,  and  community  forums 
to  involve  consumers,  service  providers,  and  community  members  in  the  design  of  new  outreach  strategies.  The 
process  will  identify  which  current  strategies  are  working  for  which  target  populations  and  where  new 
approaches  are  needed.  PCOP  will  plan  for  better  integration  of  outreach  and  perinatal  care  interventions. 

The  Perinatal  Council  will  plan  for  the  implementation  of  two  specific  outreach  strategies:  A  community  health 
worker  program  to  reach  underserved  immigrant  and  African-American  women,  and  peer-based  outreach  to 
pregnant  adolescents.  By  the  end  of  the  project,  PCOP  will  produce  job  descriptions,  recruitment/selection 
plans,  training  curriculums,  and  implementation  plans  for  these  new  outreach  strategies. 

EVALUATION:  PCOP  will  track  the  progress  of  planning  activities  through  meeting  summaries,  participant 
logs,  and  quarterly  reports.  The  outcome  of  planning  will  be  a  final  action  plan  outlining  specific  steps  for 
implementing  new  outreach  strategies  and  integrating  those  strategies  into  the  existing  perinatal  services 
continuum.  The  action  plan  will  specify  strategies,  staffing  patterns,  timelines,  costs,  and  options  for  fiscal 
strategies. 
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Teen  Mother  Home  Intervention  Program  CISS 

Sail  Mateo  County  Human  Services  Agency  MCJ-06HV01 

400  Harbor  Boulevard,  Building  B  10/01/93-09/30/96 

Belmont.  CA  94402  Project  Director(s): 

(415)802-6420  Carolina  Jane 
(415)  802-6440  fax 


PROBLEM:  San  Mateo  County's  adolescent  birth  rate  increased  from  10.7  to  13.8  per  1,000  live  births  from 
1987  to  1991,  with  ethnic  minority  adolescents  in  three  low-income  communities  that  comprise  only  19  percent 
of  the  county  population  accounting  for  52.3  percent  of  the  adolescent  births.  State  and  county  health  data 
indicate  that  the  rising  adolescent  birth  rate  is  linked  to  critical  health  system  and  status  problems. 

These  include  sporadic  and  late  prenatal  care,  low  birthweight,  and  lack  of  immunizations.  The  percentage  of 
low  birthweight  (less  than  2,500  grams)  infants  bom  to  school-age  mothers  increased  from  8  2  percent  to  9.7 
percent  from  1988  to  1991.  Of  the  351  or  47.8  percent  of  all  kindergarten  children  ncedmg  immuni/alions. 
many  were  children  of  adolescent  mothers. 

Despite  the  commitment  of  resources  to  maternal/infant  health,  barriers  to  care  persist  for  adolescent  mothers 
and  their  infants,  particularly  for  immigrants  and  African  Americans  in  the  target  communities.  San  Mateo 
County  has  the  sixth  worst  African-American  infant  mortality  rate  of  the  61  California  counties.  Most  obstacles 
to  care  derive  from  fragmented,  overlapping  service  deliver)'  systems  and  unrecognized  cultural  differences. 

GOALS  AND  OBJECTIVES:  This  project  will  strengthen  three  ot  the  five  priority  areas  identified  in  the 
California  Maternal  and  Child  Health  Care  Branch  Year  2000  Plan.  Project  goals  are  to: 

1 .  Assure  that  pregnant  and/or  parenting  adolescent  mothers  and  their  infants  have  access  to  health  and  support 
services;  and 

2.  Reduce  infant  mortality  and  preventable  di.seases  among  pregnant  and/or  parenting  adolescents  and  their 
infants. 

Project  objectives  are  to: 

1 .  Increase  the  frequency  of  service  contact  (home  and  clinic  visits)  with  pregnant  adolescents  from  7. 1 2  to 
10.0  contacts  per  adolescent  by  October  1996; 

2.  Increase  to  at  least  75  percent  the  proportion  of  all  adolescent  mothers  who  receive  prenatal  care  and  related 
support  services  in  the  first  trimester  of  pregnancy  by  October  1996; 

3.  Reduce  the  incidence  of  low  birthweight  (less  than  2.500  grams)  infants  bom  to  adolescent  mothers  from  the 
1987-91  average  of  9.0  per  1,000  live  births  to  7.0  per  1,000  live  births  by  October  1996;  and 

4.  Increase  to  90  percent  the  proportion  of  children  under  the  age  of  2  in  the  priority  communities  who 
complete  the  basic  immunization  services  by  October  1996. 

METHODOLOGY:  The  project  will  strengthen  and  integrate  health  care  systems  and  services  for  75  to  90 
adolescent  mothers  and  their  infants,  partners,  and  other  family  members.  Systems  improvements  and  health 
interventions  are  designed  specifically  for  underserved  African- American.  Latina,  and  Filipina  adolescent 
mothers,  who  account  for  80  percent  of  births  to  adolescents  in  the  county  and  will  constitute  at  least  80  percent 
of  the  project  caseload. 

Systems  improvements  will  address  cultural  barriers  and  enhance  service  integration  through  training  for 
providers,  review  and  revision  of  policies  and  procedures,  and  formalized  service  linkages.  Culturally  focused 
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home-based  interventions  will  include  case  management,  in-home  advocacy,  peer  support,  and  assistance  with 
translation  and  transportation. 

Through  a  minimum  of  two  home  visits  per  month,  bilingual/bicultural  community  health  workers  will  engage 
and  build  trust  and  rapport  with  hard-to-reach  pregnant  adolescents  and  their  families.  They  will  act  as  advisors, 
helpers,  translators,  and  "cultural  brokers,"  orienting  pregnant  adolescents  to  unfamiliar  service  systems  and 
facilitating  access  to  services. 

The  project  will  coordinate  policy  development  and  planning  with  statewide  efforts  through  the  County  Deputy 
Public  Health  Director's  participation  in  the  State  Systems  Capacity  Committee  and  the  San  Mateo  County 
Perinatal  Council. 


EVALUATION:  Outcomes  for  the  four  project  objectives  will  be  evaluated  from  both  a  health  status  and 
systems  standpoint.  Assessment  data  will  provide  baseline  information  to  assess  project  effectiveness  after  6- 
and  12-month  intervals.  Project  data  will  also  be  compared  to  historical  baseline  information  taken  from  birth 
certificate  records  on  pregnancy  outcomes  in  the  geographic  areas  targeted  by  the  project.  This  will  be  used  to 
assess  the  overall  impact  of  the  project. 


Prenatal-to-Pediatric  Transition  Project  MCHIP 

Fair  Haven  Community  Health  Clinic.  Inc.  MCJ-098125 

374  Grand  Avenue  10/01/93-09/30/98 

New  Haven,  CT   06513  Project  Director(s): 

(203)  777-741 1  Laurel  Shader,  M.D. 


PROBLEM:  The  Fair  Haven  Community  Health  Center  (FHCHC)  is  the  sole  source  of  health  care  in  a 
neighborhood  of  New  Haven,  CT,  that  is  isolated  from  the  rest  of  the  city.  FHCHC  provides  primary  care  to 
10,000  patients  in  40,000  visits  a  year.  FHCHC's  prenatal  and  pediatric  population  is  83  percent  minority,  with 
95  percent  having  incomes  below  the  poverty  level.  Twenty-five  percent  of  the  prenatal  women  are  adolescents 
and  4  percent  are  less  than  16  years  of  age. 

The  City  of  New  Haven  has  distressingly  high  rates  of  infant  mortality  and  low  birthweight,  a  low  rate  of 
immunization  levels  for  children  at  2  years  of  age,  and  increasing  rates  of  substance  abuse  and  HIV  infection 
among  pregnant  women.  Access  to  culturally  sensitive  medical,  dental,  and  social  service  providers  is 
fragmented. 

GOALS  AND  OBJECTIVES:  The  goals  of  the  Healthy  Tomorrows  Prenatal-to-Pediatric  Transition  Project  are 
to  increase  coordination  among  health  care  resources  and  to  provide  enhanced  health  education,  highlighting 
normal  infant  development,  proper  nutrition,  and  preventive  pediatric  care.  The  project  will  achieve  these  goals 
by  meeting  the  following  objectives: 

1.  Integrating  a  prenatal  to  pediatric  transition  model  similar  to  those  used  in  the  private  sector; 

2.  Providing  enhanced  prenatal  and  pediatric  education; 

3.  Ensuring  compliance  with  American  Academy  of  Pediatrics  guidelines  for  well-child  care  and 
immunizations; 

4.  Assisting  parents  with  early  detection  of  developmental  abnormalities; 
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5.  Reducing  inappropriate  emergency  room  (ER)  visits  by  15  percent  per  year  for  infants;  and 

6.  Facilitating  coordination  between  specialty  and  primary  care  providers. 

METHODOLOGY:  Several  approaches  were  chosen  to  recruit  families  for  FHCHC's  enhanced  programs: 

1 .  A  transition  visit  for  women  pregnant  for  the  first  time  to  meet  with  a  midwife  and  pediatric  clinician  at  34 
weeks'  gestation  to  discuss  relevant  medical  and  social  issues; 

2.  Childbirth  education  classes; 

3.  HIV  counseling  and  testing; 

4.  A  meeting  with  a  nutritionist  from  the  Special  Supplemental  Nutrition  Program  for  Women,  Infants  and 
Children  (WIC); 

5.  Hospital  care  for  all  newborns  delivered  by  FHCHC  midwives; 

6.  Improved  case  management  services; 

7.  Improved  compliance  with  well-baby  care  and  immunizations; 

8.  An  effort  to  decrease  inappropriate  use  of  the  emergency  room  through  education;  and 

9.  Parenting  classes  scheduled  to  begin  in  the  fall. 

EVALUATION:  The  following  key  activities  of  the  project  have  been  tracked  for  up  to  9  months: 

1 .  Compliance  with  and  content  of  the  transition  visit; 

2.  Newborn  admissions  at  the  Hospital  of  St.  Raphael; 

3.  Compliance  with  standards  for  well-baby  visits  and  immunizations; 

4.  Contacts  with  social  services;  and 

5.  Use  of  the  emergency  rooms  at  both  local  hospitals. 

Baseline  data  will  be  compared  against  data  for  the  project  cohort  as  the  babies  reach  their  first  and  second 
birthdays. 

Project  data  should  show  that  reducing  perceived  and  actual  barriers  to  access,  providing  center-based  case 
management,  and  improving  overall  continuity  of  care  improves  compliance  with  standards  of  pediatric  care  for 
infants.  Project  staff  continue  to  focus  efforts  on  developing  baseline  data,  identifying  cultural  and  language 
barriers  that  affect  patients'  ability  to  receive  or  follow  through  with  care,  and  examining  the  health  systems  at 
FHCHC  and  linkages  (or  lack  thereof)  with  providers  that  affect  the  staffs  ability  to  coordinate  care. 

EXPERIENCE  TO  DATE:  Since  October  1993,  the  FHCHC  pediatric  clinicians  have  been  the  physicians  of 
record  for  all  newborns  delivered  by  FHCHC  midwives.  This  policy  will  continue  with  adaptations,  given  the 
shift  in  State  policy  to  24-hour  discharge  following  normal  deliveries.  All  primigravida  patients  receive 
transition  visits.  Emergency  room  data  are  tracked  on  EPi6,  and  we  have  been  designing  our  initial  report, 
detailing  baseline  ER  usage  for  our  pediatric  population.  Additional  baseline  data  are  being  gathered  on  patients' 
utilization  of  health  and  social  services.  Distribution  of  emergency  supplies  and  infant  equipment  continues. 
Finally,  several  pediatric  clinicians  have  spoken  at  local  schools.  As  we  have  strengthened  our  presence  in  the 
community,  we  have  received  donations  of  goods  and  equipment  from  area  businesses. 
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Making  Dreams  Possible  for  Hispanic  Teens  MCHIP 

Mary's  Center  for  Maternal  and  Child  Care,  Inc.  MCJ- 1 18337 

2333  Ontario  Road,  N.W.  10/01/94-09/30/99 

Washington,  DC  20009  Project  Director(s): 

(202)  483-8196  Elida  Vargas,  M.S. 
(202)  797-2628  fax 


PROBLEM:  Adolescent  pregnancy  and  sexually  transmitted  diseases  (STDs)  are  growing  at  an  alarming  rate  in 
the  District  of  Columbia's  burgeoning,  newly  immigrated  Hispanic  community,  reflecting  national  trends. 
Between  1986  and  1991,  while  the  adolescent  birth  rate  increased  19  percent  among  whites  and  13  percent 
among  blacks,  it  rose  a  dramatic  34  percent  among  Hispanic  adolescents.  In  general,  too-early  childbearing 
exposes  an  adolescent  and  her  baby  to  poor  pregnancy  outcomes  such  as  low  birthweight,  diminished 
educational  opportunities,  and  poverty.  This  is  especially  true  in  the  District  of  Columbia,  where  Hispanic 
adolescents  and  their  infants  lack  basic  access  to  prenatal,  pediatric,  and  primary  health  care  services;  face  a 
multitude  of  psychosocial  and  economic  stressors;  and  experience  difficulties  in  school  (a  45  percent  high  school 
dropout  rate  among  Hispanics).  Once  Hispanic  adolescents  drop  out  of  school,  they  tend  to  become  isolated 
from  the  health  and  social  service  system,  which  places  their  children  at  increased  risk  for  vaccine-preventable 
diseases,  developmental  delays,  child  abuse  and  neglect,  and  other  adverse  health  outcomes. 

GOALS  AND  OBJECTIVES:  The  goals  of  this  project  are  to: 

1 .  Develop  a  system  that  links  Hispanic  adolescents  in  the  community  to  essential  bilingual,  community-based 
services  that  prevent  pregnancies,  STDs,  and  other  adverse  health  outcomes  for  adolescents;  and 

2.  Provide  bilingual,  comprehensive,  supportive  services  to  200  hard-to-reach  Hispanic  pregnant  adolescents 
and  their  infants  enrolled  at  Mary's  Center,  with  a  focus  on  the  prevention  of  repeated  pregnancies  and 
adverse  child  health  outcomes. 

Year  1  project  objectives  are  to: 

1.  Increase  from  50  percent  to  90  percent  the  percentage  of  Hispanic  adolescents  seeking  primary  health  care 
services  who  agree  to  be  screened  for  STDs  during  their  physical  exam; 

2.  Prevent  pregnancies  among  85  percent  of  180  Hispanic  adolescents  seeking  primary  health  care  services  (no 
baseline,  since  primary  health  care  services  for  adolescents  started  only  in  November  1993); 

3.  Reduce  the  low  birthweight  rate  to  no  more  than  3  percent  among  the  infants  born  to  40  Hispanic 
adolescents  (baseline:  7  percent  over  4  years); 

4.  Increase  from  60  percent  to  90  percent  the  percentage  of  the  40  Hispanic  adolescents  and  their  partners  who 
receive  HIV  testing  and  counseling  by  the  second  trimester  of  pregnancy; 

5.  Increase  from  70  percent  to  95  percent  the  percentage  of  infants  born  to  the  40  Hispanic  adolescents  who 
receive  timely  immunizations; 

6.  Increase  from  60  percent  to  90  percent  the  percentage  of  infants  born  to  the  40  Hispanic  adolescents  who  are 
screened  for  developmental  delays  and  referred  to  appropriate  services;  and 

7.  Reduce  the  rate  of  unintended  repeat  pregnancies  to  no  more  than  8  percent  among  the  40  Hispanic 
adolescents  (baseline:   14  percent  over  4  years). 

METHODOLOGY:  Mary's  Center  will  collaborate  with  The  Latin  American  Youth  Center  to  provide  bilingual, 
culturally  competent,  community-based,  family-centered,  comprehensive  services  to  Hispanic  adolescents  (ages 
13-21)  and  their  young  children  (ages  0-13)  residing  in  the  District  of  Columbia.  A  project  director  and  a  case 
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manager  will  assess  the  needs  and  knowledge  of  adolescents,  provide  them  with  basic  education  on  STDs  and 
family  planning,  and  enroll  them  in  the  Saturday  Teen  Clinic  (STC)  for  primary  health  care.  The  case  manager 
will  provide  continuous  and  individualized  case  management  to  pregnant  adolescents  and  their  infants  to 
increase  compliance  with  services  and  to  facilitate  access  to  educational,  vocational  training,  and  other  programs 
that  will  help  them  to  avoid  repeated  pregnancies  and  adverse  child  health  outcomes.  In  addition  to  Mary's 
Center's  routine  one-stop  shopping  services,  pregnant  adolescents  and  their  infants  will  receive  (1 )  nutrition 
education;  (2)  a  six-part  "Strengthening  the  Family"  series;  (3)  home  visits;  (4)  developmental  screenings  and 
referrals;  and  (5)  parenting  training  on  child  development,  stimulation,  and  abuse  and  neglect.  These  services 
will  be  provided  by  a  health  educator,  four  home  visitors,  and  a  child  development  specialist.  Partners  and 
parents  will  be  encouraged  to  participate  in  all  interventions. 

An  outreach  worker  will  conduct  outreach/education  in  the  community  to  facilitate  access  to  the  STC  and 
Mary's  Center's  one-stop  shopping  services.  Project  staff  will  also  participate  in  media  advocacy  and 
community  networking  to  increase  public  awareness  about  health  issues  and  to  expand  services  for  Hispanic 
adolescents  and  their  families. 


EVALUATION:  Data  will  be  collected  from  the  adolescents,  their  partners,  and  their  parents  at  four  focal 
points:  At  entry,  at  6  months,  at  time  of  delivery,  and  at  12  months  mio  the  program.  These  data  will  provide 
information  about  participants'  satisfaction  with  services  provided  and  about  increases  in  access  to  services, 
knowledge,  and  skUls.  Printouts  from  a  central  computer  and  a  review  of  medical  charts  will  compare  outcomes 
with  baseline  data.  Project  monitoring  will  include  weekly  meetings  and  monthly  case  conferences.  Data 
collection  and  organization  will  be  conducted  by  staff,  and  analysis  will  be  done  by  the  Catholic  University 
School  of  Social  Work. 


Grady  First  Steps  to  Healthy  Families 

MCHIP 

Fulton-DeKalb  Hospital  Authority 

MCJ-138412 

Grady  Health  System 

10/01/92-09/30/97 

Mailbox  26158 

Project  Dircctor(s): 

80  Butler  Street,  S.E. 

Kay  H.  Jones.  L.M.S.W. 

Atlanta,  GA   30335-3801 

(404)  616-6264 

(404)  616-3277  fax 

PROBLEM:  In  1990,  Grady  Memorial  Hospital  in  Atlanta.  GA.  referred  1.435  cases  of  suspected  or  potential 
child  abuse  or  neglect  to  Child  Protective  Services.  These  numbers  are.  in  large  part,  due  to  the  prevalence  of 
risk  factors  associated  with  child  maltreatment  among  inner-city  families.  Child  abuse  and  neglect  are  most 
likely  to  occur  when  family  and  social  stressors  outweigh  supports.  Published  studies  indicate  that  in  order  to 
decrease  these  devastating  rates  of  child  abuse  and  neglect,  families  demonstrating  high-risk  factors  for  these 
problems  must  receive  an  intensive,  home-based  intervention  that  begins  at  birth  and  continues  throughout  the 
child's  early  development.  Grady  Memorial  Hospital  provides  services  in  an  urban  population,  with  many  of  its 
patients  exhibiting  one  or  more  of  these  risk  factors.  More  than  60  percent  of  families  served  by  Grady  have 
incomes  below  the  poverty  level.  Between  June  1993  and  May  1994,  933  infants  were  born  to  first-time  mothers 
under  age  21  at  Grady  Memorial  Hospital;  in  approximately  98  percent  of  these  cases,  the  mother  was  the  only 
parent.  Although  these  at-risk  pregnant  women  often  receive  comprehensive  prenatal  services  from  the  Grady 
Health  System,  they  very  often  leave  the  hospital  following  delivery  with  few,  if  any.  services  that  address  the 
risk  factors  for  child  abuse  and  neglect. 
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GOALS  AND  OBJECTIVES:  The  goals  of  Grady  First  Steps  to  Healthy  Families  are  to: 

1.  Reduce  the  risk  of  child  abuse  and  neglect  in  overburdened  families  with  first-time  parents  under  age  21 
who  receive  prenatal  care  and/or  deliver  at  Grady  Memorial  Hospital  and  reside  in  Atlanta; 

2.  Preserve  the  family  unit; 

3.  Effect  change  in  a  multiracial/multiethnic,  multicultural  environment  by  promoting  culturally  aware, 
sensitive,  and  competent  services  and  educational  materials  within  the  program;  and 

4.  Provide  a  voluntary,  community-based,  comprehensive,  universal,  systematic  program  in  collaboration  with 
public-private  agencies. 

Seven  specific  and  measurable  objectives  are  to  be  achieved  by  1997. 

METHODOLOGY:  Grady  First  Steps  to  Healthy  Families  addresses  both  primary  and  secondary  child  abuse 
and  neglect  prevention.  Both  involve  community  collaborations  between  Grady  Memorial  Hospital, 
neighborhood  clinics,  public  health  departments,  social  service  agencies,  and  neighborhood/community  groups. 
First-time  mothers  under  age  21  who  deliver  at  Grady  Memorial  Hospital  will  be  identified  and/or  screened  and 
assessed  at  the  time  of  delivery  by  an  early  identification  specialist  to  determine  the  intensity  of  risk  factors 
associated  with  child  abuse  and  neglect.  New  families  at  low  risk  are  eligible  for  primary  services  and  may 
receive  telephone  contact  and/or  limited  home  visitation  for  a  minimum  of  3  months.  Families  assessed  to  be  at 
high  risk  for  child  abuse  and  neglect  are  eligible  for  secondary  services,  which  provide  intensive  family  support 
services  in  the  home  for  3  to  5  years.  Primary  services  use  volunteers  and  student  interns,  while  the  secondary 
component  employs  paid  professional  and  student  interns  in  the  positions  of  family  support  workers.  The 
program  uses  culturally  competent  personnel  to  offer  family  support  services  to  new  families. 

EVALUATION:  The  program  will  be  evaluated  on  both  a  micro  and  macro  level.  Statistics  will  be  compiled 
monthly,  quarterly,  and  annually  to  record  the  number  of  clients  served  by  race,  age,  marital  status,  income  level, 
and  geographic  location.  Annual  comparisons  will  be  made  between  Child  Protective  Services  referrals  of 
families  enrolled  in  the  program  and  referrals  of  nonenrolled  families.  Client  and  volunteer  satisfaction  will  be 
measured  on  a  biannual  basis  using  a  satisfaction  survey.  The  program  will  participate  in  the  formal  statewide 
evaluation  of  Healthy  Families  Georgia  sites  to  be  conducted  by  an  independent  research  firm.  The  formal 
evaluation  begins  July  1,  1994.  Participating  families  will  be  evaluated  during  the  child's  first  year  of  life  using 
six  measures  of  change  focusing  on  child  abuse  potential,  maternal  social  support,  parental  stress,  child 
development,  home  environment,  and  parental  expectations  of  child  development.  An  attempt  to  publish  this 
information  will  be  made  at  the  time  of  evaluation  completion.  All  program  activities  are  monitored  with  the 
assistance  of  the  Paradox  Database  system,  which  produces  a  monthly  statistical  report.  All  identification, 
screening,  and  assessment  documents  are  monitored  randomly  on  a  monthly  basis  by  the  program  director. 
Volunteers  and  family  support  workers  use  forms  to  record  client  contacts;  these  forms  are  reviewed  by 
volunteer  supervisors  and  the  program  director  during  monthly  supervision  sessions. 

EXPERIENCE  TO  DATE:  From  June  1993  to  May  1994,  Grady  First  Steps  to  Healthy  Families  identified  933 
first-time  mothers  under  age  21,  screened  633  of  these  new  families,  and  assessed  345  of  these  families  (using 
the  Family  Stress  Checklist).  During  this  period  the  program  provided  341  families  with  family  support 
services;  315  famihes  received  primary  services,  and  26  families  received  secondary  services.  The  program 
served  54  percent  of  the  families  in  its  identified  target  population/geographic  area  during  this  period.  Through 
the  use  of  Spanish-speaking  volunteers  and  student  interns,  the  program  has  expanded  its  ability  to  serve 
Hispanic  clients.  The  program  has  completed  the  first  phase  of  the  Grady  Medical  Passport  pilot  project  and  has 
distributed  60  passports  to  new  parents  to  help  them  track  immunizations  and  child  development  information. 
Staff  members  have  been  trained  during  this  period  in  the  Nursing  Child  Assessment  Satellite  Training  Feeding 
and  Teaching  Scales  as  well  as  Effective  Black  Parenting.  Problems  encountered  to  date  have  included  the 
inability  to  serve  our  projected  60  percent  of  families  in  the  target  population/geographic  area.  This  is  due  in 
part  to  a  delay  in  the  beginning  of  the  statewide  Healthy  Families  Georgia  evaluation  and  our  need  to  reserve 
spaces  for  families  to  be  placed  in  the  evaluation  groups. 
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Injury  Prevention  for  Pregnant  and  Parenting 

MCHIP 

Teens:   A  Home  Visiting  Model 

MCJ-258123 

New  England  Medical  Center 

10/01/93-09/30/98 

Division  of  General  Pediatrics  and  Adolescent 

Project  Dlrector(s): 

Medicine 

Rebecca  F.  O'Brien.  M.D. 

750  Washington  Street.  Box  479 

Boston.  MA   02111 

(617)  636-5241 

PROBLEM:  Injury  is  the  leading  cause  of  death  in  children  ages  1-19.  Sixteen  million  children  are  seen  in 
emergency  departments  each  year  for  injuries,  and  injuries  account  for  20  percent  of  childhood  hospital 
admissions.  Unintentional  injury  and  death  are  consistently  related  to  young  maternal  age;  however,  injury 
prevention  efforts  have  not  been  specifically  targeted  to  adolescent  parents.  There  may  be  aspects  of  adolescent 
parenting  styles  that  place  children  at  increased  risk  for  injury.  In  young  children,  most  injuries  occur  in  the 
home.  Massachusetts  has  collected  the  baseline  statistics  on  childhood  injury  on  which  nationwide  risks  are 
based,  and  has  been  a  leader  in  the  development  of  injury  prevention  efforts  through  the  Statewide  Childhood 
Injury  Prevention  Program  (SCIPP).  This  program  documented  an  overall  incidence  of  injury  of  one  in  five 
children  per  year  by  a  surveillance  system  capturing  emergency  room  visits  and  hospitalizations. 

Previous  educational  efforts  to  reduce  childhood  injuries  have  typically  been  able  to  raise  a  parent's  awareness 
of  potential  hazards  in  the  household  but  have  had  only  modest  effects  on  actual  reduction  of  potential  hazards  in 
the  home. 


GOALS  AND  OBJECTIVES:  The  5-year  demonstration  project  has  the  following  goals:  ( I)  To  reduce  the  risk 
of  injury  in  the  children  of  adolescent  parents  in  the  Adolescent  Prenatal  and  Family  Clinic  at  New  England 
Medical  Center  (NEMC)  through  a  model  of  home-based  injury  prevention;  and  (2)  to  improve  the  delivery  of 
services  to  pregnant  and  parenting  adolescents  at  our  affiliated  community  health  centers,  especially  around  the 
areas  of  outreach  and  injury  prevention.  The  objectives  to  reach  these  goals  include  increasing  adolescent 
parents'  knowledge  about  injury  risks  and  effective  parenting  skills  coupled  with  increased  use  of  safety  devices 
and  practices.  TTie  project  will  assess  the  current  adolescent  services  for  pregnant  and  parenting  adolescents  at 
our  affiliated  health  centers  and  incorporate  home-based  injury  prevention  into  the  Parcnt-to-Parent  outreach 
worker  curriculum. 


METHODOLOGY:  We  have  developed  a  home-based  injury  prevention  model  for  high-risk  adolescent  families 
who  receive  care  at  NEMC  in  our  Adolescent  Prenatal  and  Family  Program.  Our  model  expands  on  the  SCIPP 
model  by  providing  longitudinal,  developmentally  based  home  visits  specific  to  the  needs  of  adolescent  parents. 
A  full-time  lay  outreach  worker  provides  the  home-based  visitation,  using  materials  and  resources  from  SCIPP 
and  the  Injury  Prevention  Program  developed  by  the  Academy  of  Pediatrics  that  have  been  modified  as  needed 
for  the  target  population  of  adolescent  parents.  Home  visitation  begins  prenatally  and  continues  for  3  years  after 
the  birth  of  the  child.  Strategies  to  reduce  the  risk  of  childhood  injury  include  safety  counseling  regarding 
hazardous  household  practices,  distribution  and  installation  of  safety  devices,  and  home  inspections  to  identify 
hazards.  The  home  visitor  provides  education  and  modeling  of  effective  parenting  skills  and  serves  in  a 
mentorship  role  to  the  young  parents. 

We  hypothesize  that  this  model  will  be  effective  in  making  the  home  environment  safer,  reduce  the  risk  of 
injuries,  and  serve  as  an  entree  to  discussions  around  broader  injury  issues  such  as  physical  discipline  and  child 
abuse  and  interpersonal  violence,  including  family  violence  and  sexual  abuse.  In  subsequent  years  of  this  project 
we  will  work  with  the  pediatricians  and  the  Parent-to-Parent  outreach  workers  in  10  affiliated  community  health 
centers  to  provide  training  and  technical  assistance  to  improve  delivery  of  services  to  pregnant  and  parenting 
adolescents,  particularly  in  the  area  of  injury  prevention.  The  NEMC  Adolescent  Prenatal  and  Family  Program 
and  the  community  health  center  sites  serve  some  of  the  most  disadvantaged  areas  of  Boston,  and  our  target 
population  can  be  described  as  young,  low-income,  urban,  and  minority. 
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The  larger  statewide  community  of  pediatricians  will  receive  updates  about  the  project  through  articles  published 
in  the  newsletters  of  NEMC  referring  physicians,  Tufts  Associated  Health  Plan  (a  large  health  maintenance 
organization  affiliated  with  NEMC),  and  the  Massachusetts  chapter  of  the  American  Academy  of  Pediatrics. 

EVALUATION:  The  project  director  will  be  following  a  timeline  to  determine  whether  the  project  activities  are 
being  accomplished  in  a  timely  fashion.  The  home  visitor  receives  direct  supervision  from  the  program's  social 
workers  once  or  twice  a  week  and  reviews  home  visit  logs  and  any  problems  identified  that  require  referral.  The 
home  visitor  meets  with  the  project  director  monthly  and,  for  assessing  program  quality,  submits  quarterly 
summaries  of  activities,  including  number  of  home  visits  accomplished,  qualitative  information  on  barriers  to 
implementation  of  the  planned  service,  training  needs,  adequacy  of  supervision,  and  accessibility  of  clients.  The 
home  visitor  participates  in  the  monthly  case  management  meetings  of  all  providers  in  the  Adolescent  Prenatal 
and  Family  Program. 

At  entry,  young  women  enrolled  in  the  Adolescent  Prenatal  and  Family  Program  will  be  (1)  randomized  to  the 
home-based  injury  prevention  intervention  or  to  a  comparison  group  that  receives  the  standard  office-based 
injury  prevention  education,  and  (2)  followed  prospectively.  The  expectation  is  30  to  35  clients  in  each  group 
per  year.  The  process  evaluation  will  focus  on  documenting  that  the  home  visiting  intervention  has  occurred  as 
planned,  and  it  will  assess  strengths  and  weaknesses  of  the  program  implementation  and  assess  client  response  to 
the  intervention.  The  outcome  evaluation  will  compare  the  two  groups  for  knowledge  of  hazards,  use  of  passive 
safety  devices,  safety  practices,  reported  injuries,  and  use  of  physical  discipline.  Because  the  intervention  may 
have  broader  effects  on  the  parent's  sense  of  effectiveness  as  a  parent,  measures  of  self-esteem,  social 
competence,  and  quality  of  life  will  be  performed.  Because  the  home  intervention  may  link  these  young  women 
to  the  overall  Adolescent  and  Prenatal  and  Family  Program  more  effectively,  we  will  also  compare  standard 
outcomes  for  adolescent  pregnancy  and  parenting  programs  that  relate  to  pregnancy  outcomes,  birth  outcomes, 
infant  outcomes,  and  compliance  with  scheduled  prenatal  and  well-child  visits.  Data  sources  include  program 
intake  and  followup  forms,  home  visitor  logs,  home  inspections,  medical  record  reviews,  and  questionnaires 
administered  to  all  clients  at  12,  24,  and  36  months  postpartum.  Improvement  in  the  ability  of  the  community 
health  center  sites  to  reach  and  engage  adolescents  will  be  measured  by  documenting  adolescent  client  volumes. 
Attendance  at  workshops  and  satisfaction  surveys  will  be  used  to  measure  effectiveness  of  educational  efforts. 

EXPERIENCE  TO  DATE:  At  the  time  of  this  report,  three-quarters  through  our  first  program  year,  we  have  met 
our  program  objectives  of  hiring  and  training  a  lay  community  home  visitor  to  provide  the  home-based  injury 
prevention  intervention.  We  have  been  developing  the  evaluation  instruments  and  have  submitted  the  evaluation 
plan  to  the  institutional  review  board  of  the  hospital  and  are  awaiting  approval.  Since  the  home  visitor  was 
hired,  25  young  women  have  enrolled  in  the  program  and  been  randomized  to  treatment  or  comparison  groups. 
Project  staff  have  received  assistance  from  the  Massachusetts  Department  of  Public  Health,  Division  of  Injury 
Prevention  and  Control  (formerly  SCIPP),  and  other  agencies  providing  home  visitation  and  injury  prevention 
efforts.  Initial  qualitative  information  suggests  that  home  visitation  is  an  acceptable  intervention  for  adolescent 
parents. 
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Teen  Parent  Support  Project  MCHIP 

Taos  County  Maternal  and  Child  Health  Council  MCJ-35863 1 

Presbyterian  Medical  Services  10/01/  94-09  /  30  /  99 

P.O.  Box  6957NDCBU  Project  Director(s): 

Taos,  NM   87571  Nicola  Baptiste 
(505)  758-9343 


PROBLEM:  The  general  health  status  problem  in  Taos  County,  New  Mexico,  is  poverty.  The  economic  and 
demographic  changes  of  the  last  two  decades  have  led  to  a  significant  increase  in  the  proportion  of  adolescents 
who  have  lived  in  poverty  for  prolonged  periods.  The  specific  health  status  problem  in  Taos  County  is  the 
increasing  rate  of  births  to  girls  15-19  years  old. 

GOALS  AND  OBJECTIVES:  The  Teen  Parent  Support  Project  (TPSP)  has  the  following  goals  and  associated 
objectives: 

1 .  Provide  the  means  for  adolescent  parents  to  develop  improved  health  and  safety  practices  for  themselves 
and  their  babies. 

a.  By  1996,  an  accessible,  comprehensive,  coordinated  services  system  will  be  established  for  adolescent 
parents; 

b.  By  1996,  at  least  75  percent  of  program  participants  will  have  breastfed  their  babies  for  at  least  2 
weeks; 

c.  By  1996,  at  least  50  percent  of  program  participants  will  have  prolonged  breastfeeding  their  babies  for 
at  least  6  months; 

d.  By  1996,  at  least  85  percent  of  program  participants  will  have  received  their  full  schedule  of  well-baby 
visits,  including  immunizations,  as  defined  by  American  Academy  of  Pediatrics  (AAP) 
recommendations; 

e.  By  1996,  the  majority  of  program  participants  will  have  responded  adequately  to  their  children's  routine 
accidents  and/or  illnesses; 

f.  By  1996  at  least  66  percent  of  the  program  participants  will  not  have  a  repeat  pregnancy  before  age  19; 
and 

g.  By  September  30,  1995,  a  component  will  be  developed  to  validate  and  document  culturally  traditional 
and  developmentally  appropriate  methods  of  infant  health  care  with  program  participants. 

2.  Provide  opportunities  for  support  for  adolescent  parents  in  developing  positive  child-rearing  practices. 

a.  By  September  30,  1995,  a  component  will  be  established  to  validate  and  document  culturally  traditional 
and  developmentally  appropriate  methods  of  child  rearing  with  program  participants; 

b.  By  1996,  the  rate  of  reponed  cases  of  child  abuse  and/or  neglect  in  program  participant  families  will  be 
not  more  than  5  percent;  and 

c.  By  the  time  of  their  graduation  from  TPSP,  participants'  interaction  with  their  children  will  show 
evidence  of  increased  and  integrated  knowledge  of  child  care,  child  development,  and  appropriate 
developmental  expectations  for  their  babies. 

3.  Increase  possibilities  of  long-term  self-sufficiency  for  adolescent  parents. 

a.     By  1996,  at  least  85  percent  of  program  participants  will  graduate  from  high  school  or  obtain  their 
General  Equivalency  Diploma  (GED)  by  the  time  they  are  20  years  old; 
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b.  By  the  time  of  their  graduation  from  TPSP,  participants  will  show  evidence  of  increased  understanding 
of  job  possibilities  and  requirements  for  specific  training  and  employment  opportunities;  and 

c.  By  the  time  of  their  graduation  from  TPSP,  participants  will  show  evidence  of  having  set  appropriate 
and  realistic  short-term  and  long-term  goals  for  their  future  education,  childbearing,  marriage,  housing, 
and  employment. 

METHODOLOGY:  TPSP  will  identify  first-time  pregnant  adolescents  through  referrals  from  various  entities  in 
the  community.  An  intake  process  will  be  done  by  the  program  coordinator  in  the  first  appointment  with  the 
TPSP  participant;  a  care  coordination  plan  will  be  developed  from  this  process.  The  program  will  also 
encourage  intergenerational  support  and  community  involvement  through  documentation  and  oral  transmission 
of  traditional  Hispanic  and  Native  American  health  and  parenting  practices.  The  core  of  the  program  will  be  two 
weekly  group  meetings  with  the  project  coordinator  and  the  part-time  paraprofessional  group  facilitator.  These 
groups  will  have  three  functions:  (1)  To  provide  direct  services  in  the  form  of  well-baby  Early  and  Periodic 
Screening,  Diagnostic  and  Treatment  visits  and  immunizations  for  babies  of  the  participants;  (2)  to  provide 
education  and  information;  and  (3)  to  provide  support  and  encouragement  for  the  adolescent  parent  participants. 
Supplementing  the  group  will  be  a  limited  home  visitation  program  to  build  confidence  and  intimacy  between 
staff  and  the  TPSP  participants  and  to  monitor  outcomes. 

EVALUATION:  A  data  analyst  will  (1)  review  model  instruments  and  data  collection  software  programs, 
consult  with  the  State  MCH  epidemiologist,  consult  with  the  MCH  and  AAP  technical  assistance  units,  and 
discuss  specific  outcome  data  needs  with  Taos  MCH  Council  members  and  providers;  (2)  develop  the  evaluation 
process  and  schedules,  including  pretests  and  posttests,  specific  monitoring  instruments,  and  collection  of  data 
from  existing  sources;  and  (3)  implement  the  evaluation  process  and  perform  data  analysis.  In  addition  to  these 
evaluation  measures,  TPSP  will  agree  to  participate  in  independent  evaluation  by  the  Healthy  Tomorrows 
Partnership  for  Children  Program  or  a  designee. 


Breastfeeding  Promotion  Program 

MCHIP 

New  York  State  Department 

of  Health  and  Health 

MCJ-366064 

Research,  Inc. 

10/01/92-09/30/95 

Empire  State  Plaza 

Project  Director(s): 

Corning  Tower,  Room  208 

Monica  R.  Meyer,  M.D. 

Albany,  NY   12237 

(518)473-7922 

(518)  473-2015  fax 

PROBLEMS:  In  New  York  State  in  1991,  it  is  estimated  that  only  48  percent  of  new  mothers  initiated 
breastfeeding  and  that  many  who  had  anticipated  success  discontinued  breastfeeding  within  2  weeks  of  discharge 
from  the  hospital.  The  proportion  of  minority,  low-income  women  who  initiated  breastfeeding  is  much  smaller, 
approximately  37  percent;  and  fewer  than  1 1  percent  are  estimated  to  have  continued  breastfeeding  for  5  to  6 
months. 


GOALS  AND  OBJECTIVES:  The  overall  goal  of  the  New  York  State  Department  of  Health's  Breastfeeding 
Promotion  Program  is  to  promote  the  physical  and  emotional  well-being  of  childbearing  families  by  increasing 
the  rate  and  duration  of  breastfeeding  in  the  State. 

The  program  has  the  following  objectives: 
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1.  Professional  education:  To  provide  state-of-the-art  professional  education  in  human  lactation  and 
breastfeeding  to  80  percent  of  prenatal  care  and  child  health  care  providers  who  serve  low-income,  minority 
families  in  New  York  State; 

2.  Enhancing  support  systems:  To  establish  breastfeeding  peer  support  systems  in  targeted  communities  with 
high  infant  mortality  rates;  and 

3.  Public  education:  To  collaborate  with  the  State  Education  Department  (SED)  to  integrate  age-appropriate 
educational  material  on  breastfeeding  into  the  New  York  State  public  school  curriculum  for  grades  K-12. 

METHODOLOGY:  Major  activities  directed  at  achieving  the  goals  and  objectives  for  year  3  of  the  program  are 
projected  as  follows: 

1.  Convening  the  biannual  meetings  of  the  Statewide  Breastfeeding  Advisory  Council  to  oversee  project 
activities; 

2.  Implementing  the  (second)  followup  breastfeeding  training  sessions  for  MCH  public  health  nurses,  other 
Title  V  providers,  and  inhospital  lactation  coordinators; 

3.  Coding  and  analyzing  the  survey  that  was  sent  to  all  New  York  State  hospitals  with  maternity  services  to 
monitor  compliance  with  the  section  of  the  State's  hospital  code  that  concerns  inhospital  breastfeeding 
promotion; 

4.  Conducting  the  followup  breastfeeding  promotion  training  of  community  health  workers  (CHWs)  and 
adolescent  pregnancy  program  (APP)  case  managers; 

5.  Collaborating  with  SED  to  distribute  the  model  K-12  breastfeeding  curriculum;  and 

6.  Piloting  a  New  York  State  Lactation  Institute  modeled  after  the  San  Diego  Lactation  Institute. 

To  achieve  the  overall  program  objectives,  the  Division  of  Family  Health  has  developed  interagency  linkages 
with  CHWs,  APP,  and  the  Division  of  Nutrition/Special  Supplemental  Nutrition  Program  for  Women,  Infants 
and  Children  (WIC).  Interagency  coordination  with  the  SED,  local  health  units,  community  health  centers,  and 
hospitals  is  being  accomplished  as  individual  program  activities  are  implemented.  The  Breastfeeding  Advisory 
Council  brings  together  a  statewide  cadre  of  clinicians  and  experts  in  breastfeeding  promotion  and  ensures 
statewide  ownership  of  program  activities. 

EVALUATION:  Changes  in  breastfeeding  incidence  and  duration  will  be  measured  by  the  Ross  Laboratories 
Mothers  Survey,  as  well  as  by  the  statewide  biannual  survey  of  incidence  of  breastfeeding  at  postpartum 
discharge  in  all  hospitals  with  maternity  services.  Surveys  of  breastfeeding  prevalence  and  duration  will  be 
conducted  by  CHWs  and  APP  case  managers  among  their  targeted  populations. 

EXPERIENCE  TO  DATE:  The  following  activities  will  have  been  completed  by  the  end  of  year  2: 

1.  Professional  education  (and  engaging  the  health  care  system): 

a.  Finalizing  strategies  and  resources  to  establish  a  New  York  State  Lactation  Institute; 

b.  Convening  a  statewide  Breastfeeding  Advisory  Council  in  conjunction  with  the  WIC  program; 

c.  Conducting  a  statewide  survey  to  assess  compliance  with  New  York  State  inhospital  breastfeeding 
regulations; 

d.  Distributing  the  curriculum  for  inhospital  lactation  coordinators; 

e.  Implementing  the  first  breastfeeding  training  sessions  for  MCH  public  health  nurses,  other  Title  V 
providers,  and  inhospital  lactation  coordinators;  and 

f.  Conducting  the  biannual  hospital  survey  incidence  of  breastfeeding  at  postpartum  discharge. 

2.  Enhancing  community  support  system:  Preparing  the  curriculum  for  the  second  training  session  for  CHWs 
and  APP  case  managers. 


96  Adolescent  Health  Report 


3.     Preconceptional  public  education  through  school  curriculum:  Finalizing  the  breastfeeding  curriculum  for 
grades  K-12. 


Toledo  Healthy  Tomorrows  MCHIP 

Toledo  Hospital  MCJ-398536 

2142  North  Cove  Boulevard  10/01/94-09/30/99 

Toledo,  OH   43606  Project  Director(s): 

(419)  893-2591  Bernard  J.  CuUen,  M.D. 


PROBLEM:  Maltreatment  of  children  constitutes  a  major  social  and  medical  problem  in  Ohio.  Although  child 
abuse  occurs  in  all  families  regardless  of  structure  or  income,  children  born  to  adolescents  are  particularly 
vulnerable  to  abuse.  Their  parents  often  lack  the  emotional  maturity  and  the  personal  and  social  support 
necessary  to  properly  care  for  their  infants. 

In  1992,  Lucas  County  Children  Services  of  northwestern  Ohio  investigated  4,232  referrals,  an  increase  of  18.8 
percent  over  1987.  Compared  with  Ohio's  eight  largest  counties,  Lucas  County  ranks  third  in  referral  rates.  In 
1992,  35  of  every  1,000  children  were  referred  to  Lucas  County  Children  Services  for  possible  abuse  or  neglect. 
Improving  the  caregiving  skills  of  adolescents  is  of  paramount  concern  because  Lucas  County  has  the  highest 
unmarried  adolescent  pregnancy  rate  and  the  highest  repeat  birth  rate  by  adolescents  in  the  State.  More  and 
more  adolescents  in  Lucas  County  are  having  children,  and  fewer  and  fewer  have  partners  with  whom  they  can 
share  parenting  responsibilities.  As  a  result,  a  generation  of  children  is  being  reared  by  undereducated  and 
emotionally  immature  mothers  who  often  lack  the  parenting  skills  and  personal  support  system  necessary  to 
ensure  their  children's  well-being. 

GOALS  AND  OBJECTIVES:  The  goal  of  the  project  is  to  reduce  the  incidence  of  child  abuse  and  neglect 
among  children  of  adolescent  families  participating  in  the  program.  The  outcome  objective  is  to  reduce  the  need 
for  children  participating  in  the  project  to  be  referred  to  Lucas  County  Children  Services  for  possible  abuse  or 
neglect,  such  that  close  to  0  percent  of  participants  require  referral  to  Lucas  County  Children  Services  during  the 
project  period.  The  project's  impact  objectives  are: 

1.  Improvement  in  parent-child  interaction  skills  shown  by  80  percent  of  participating  families,  as  measured  by 
the  Home  Observation  Measurement  of  the  Environment  (HOME); 

2.  At  least  nine  well-baby  visits  by  70  percent  of  children  served  by  this  program  by  age  24  months;  and 

3.  Completion  of  age-appropriate  immunization  schedules  by  75  percent  of  children  participating  in  this 
program  by  age  2. 

METHODOLOGY:  The  Toledo  Hospital,  together  with  a  coalition  of  parents,  pediatricians,  and  representatives 
of  the  Maternal  and  Child  Health  Bureau  of  the  Ohio  Department  of  Health  and  the  Toledo  Department  of 
Health,  designed  and  developed  Toledo  Healthy  Tomorrows.  Toledo  Healthy  Tomorrows  will  serve  about  80 
targeted  adolescent  families  over  the  5-year  project  period.  The  project  will  rely  on  the  services  of  lay  persons 
and  professionals.  Each  participating  family  will  be  visited  by  one  of  four  specially  trained  Visiting  Moms  who 
will  be  hired  by  The  Toledo  Hospital  on  a  part-time  basis.  The  Visiting  Moms  will  initiate  contact  with  the 
adolescents  during  their  seventh  or  eighth  month  of  pregnancy  and  will  make  at  least  two  home  visits  before 
delivery. 
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Following  delivery,  the  families  will  be  visited  every  week  for  6  weeks,  every  2  weeks  from  2  to  4  months,  every 
3  weeks  from  4  to  14  months,  every  4  weeks  from  14  to  20  months,  and  every  6  weeks  from  20  to  24  months. 
Family  caseloads  will  never  exceed  21,  averaging  about  12  families  per  month  over  the  5-year  period.  During 
the  home  visits,  the  Visiting  Moms  will  counsel,  support,  assist,  and  educate  the  parents  and  link  them  with 
health  and  social  service  agencies  in  the  community. 

Visiting  Moms  will  receive  extensive  training,  including  the  Nursing  Child  Assessment  Satellite  Training  and 
monthly  inscrvice  training  regarding  child  health,  development,  and  abuse  prevention.  So  that  the  services  will 
be  provided  in  a  sensitive  and  culturally  relevant  manner,  all  Visiting  Moms  will  receive  intensive  multicultural 
competency  training. 

Nurses  will  also  visit  the  families  (and  an  equivalent  comparison  group  of  families)  when  the  children  are  1 
month,  6  months,  1  year,  and  2  years  old.  During  these  visits  the  nurses  will  ( 1 )  assess  the  child's  health  status, 
(2)  answer  questions  about  child  health  issues,  and  (3)  administer  the  HOME  inventory. 

EVALUATION:  To  assess  the  effectiveness  of  Toledo  Healthy  Tomorrows,  participating  families  will  be 
compared  with  an  equivalent  group  of  adolescent  families  using  two  measures  of  parenting  skills:  ( I )  The 
HOME  inventory,  and  (2)  reported  incidence  of  child  abuse  or  neglect  that  can  be  confirmed  by  Lucas  County 
Children  Services.  Toledo  Healthy  Tomorrows  will  also  monitor  the  immunization  rates  of  children 
participating  in  the  project  and  the  frequency  and  appropriateness  of  well-baby  visits.  It  is  anticipated  that 
families  that  have  been  assigned  a  Visiting  Mom  will  (1)  score  higher  on  the  HOME  inventory,  (2)  have  less 
reported  incidence  of  child  abuse  and  neglect,  (3)  have  better  child  immunization  rates,  and  (4)  bring  their 
children  to  a  pediatrician  for  well-child  visits  more  often  than  lamilics  in  the  comparison  group. 


Family  Growth  Center  Pilot  Project  MCHIP 

Allegheny-Singer  Research  Institute  MCJ-428321 

Resource  Development  10/01/90-09/30/95 

320  East  North  Avenue  Project  Director(s): 

Pittsburgh.  FA    15212  Richard  Solomon,  M.D. 
(412)  359-3160 


PROBLEM:  Approximately  500,000  adolescents  have  babies  in  the  United  States  each  year.  Adolescent 
pregnancy  and  parenthood  interrupt  the  physical,  psychological,  and  social  development  of  both  the  parents  and 
their  infants.  The  city  of  Pittsburgh's  North  Side  community  reflects  national  statistics  and  problems,  yet 
resources  for  the  majority  of  these  adolescent  mothers  are  essentially  nonexistent. 

GOALS  AND  OBJECTIVES:  The  overall  goal  of  the  Family  Growth  Center  (FGC)  Pilot  Project,  now  in  year  4 
of  services,  is  to  link  the  major  medical  institution  in  the  North  Side,  Allegheny  General  Hospital  (AGH).  to 
FGC,  which  offers  a  comprehensive  social  support  system  for  adolescent  parents  and  their  children  who  live  on 
the  North  Side.  The  project  has  several  objectives: 

1.  Increase  social  support  for  young  parents; 

2.  Improve  the  health  status  of  both  parents  and  children; 

3.  Enhance  the  educational  status  of  families;  and 

4.  Enhance  neighborhood  and  local  community  growth. 
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METHODOLOGY:  FGC  addresses  social  support,  life  stresses,  parenting  abilities,  risk  factors,  and  family 
function  through  three  components:  The  hospital-based  component;  linkage  of  the  hospital  with  FGC;  and  the 
neighborhood  or  community  component. 

The  hospital  component  includes  newborn  nursery  and  primary  care  services.  In  the  nursery,  primigravida 
adolescent  mothers  receive  perinatal  coaching  in  a  mother-infant  interaction  program.  Baseline  information  is 
also  collected.  These  families  are  then  linked  to  the  FGC  located  in  their  community  and  are  referred  back  to 
AGH  for  pediatric,  obstetric,  and  family  planning  services. 

FGC  services  include  a  drop-in  child  care  program,  a  parenting  support  program,  counseling  advocacy,  and 
social  recreation.  These  activities  help  families  achieve  the  objectives  listed  above. 


EVALUATION:  At  present,  34  adolescent  mothers  and  their  firstborn  infants  have  received  newborn  nursery 
and  FGC  services.  Twenty-nine  families  not  located  in  the  intervention  neighborhoods  serve  as  controls. 
Baseline  measures  obtained  in  the  newborn  nursery  are  repeated  periodically.  Behavioral  measures — for 
example,  mother-infant  attachment  and  interaction — are  obtained  in  a  laboratory  setting  by  independent 
researchers  when  the  infants  are  12,  18,  and  24  months  of  age.  A  year  3  evaluation  report  was  recently 
completed,  indicating  that  highly  statistically  significant  differences  between  the  intervention  and  control  group 
have  been  found  in  terms  of  both  high  school  dropout  rates  and  repeat  pregnancy  rates.  Only  4  of  34  in  the 
intervention  group  (versus  14  of  29  in  the  control  group)  had  second  babies,  and  only  3  of  34  in  the  intervention 
group  (versus  12  of  29  in  the  control  families)  dropped  out  of  school.  Satisfaction  surveys  indicated  universal 
satisfaction  with  the  FGC  services.  Qualitative  data  (such  as  case  management  files)  are  also  gathered. 

EXPERIENCE  TO  DATE:  In  year  4  of  the  project,  services  have  become  well  established,  and  FGC  has 
become  an  integral  part  of  the  community,  serving  well  over  300  families  in  addition  to  the  intensive  case 
management  services  offered  to  the  adolescents.  Recreational  programming  attracts  adolescent  mothers,  and 
transportation  assistance  sustains  participation  in  FGC  services. 

Long-term  support  and  intensive  case  management  of  adolescent  mothers  appears  to  result  in  important  gains, 
both  in  terms  of  delaying  second  pregnancies  and  reducing  school  dropout  rates  as  described  in  the  evaluation 
above. 

Project  staff  continue  to  be  actively  involved  in  county  wide  and  statewide  efforts  to  develop  family  support 
centers  in  the  context  of  the  neighborhood  setting.  This  supportive  approach  may  be  important  in  guiding 
families  on  a  pathway  to  independence. 


Home  Visiting  Program  for  Pregnant  and 

CISS 

Parenting  Teens 

MCJ-42K320 

School  District  of  Philadelphia 

10/01/92-09/30/96 

21st  Street  South  of  the  Parkway 

Project  Director{s): 

PhUadelphia,  PA   19103 

Shirley  P.  Brown,  M.A. 

(215)  684-5093  or  299-7842 

Contact  Person: 

(215)  299-7417  fax 

Ethel  K.  Goldberg 

PROBLEM:  Adolescent  mothers  have  the  highest  infant  mortality  and  morbidity  rates  in  the  city,  and  these 
rates  can  be  directly  linked  to  inadequate  prenatal  care,  low  birthweight  births,  and  poor  nutrition.  The  majority 
of  pregnant  adolescents  live  at  or  below  the  poverty  level  and  consequently  do  not  have  access  to  prenatal  care  or 
the  means  to  pay  for  it.  The  costs  of  transportation,  the  difficulty  of  finding  affordable  child  care,  and  service 
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hours  that  do  not  accommodate  school  schedules  all  contribute  to  missed  doctor's  appointments.  In  addition, 
nutrition  is  one  of  the  most  important  modifiable  variables  affecting  the  health  of  the  adolescent  mother  and  her 
fetus. 


GOALS  AND  OBJECTIVES:  The  overall  goal  of  the  program  is  to  provide  100  pregnant  and  parenting 
adolescents  and  their  children  (ages  0-2)  with  comprehensive  health  and  social  services  in  order  to  reduce  infant 
mortality  and  morbidity.  The  following  objectives  have  been  developed  in  order  to  meet  this  goal: 

1.  Provide  ancillary  services  such  as  preventive  health  care,  nutrition  counseling,  parenting  education,  drug  and 
alcohol  counseling,  emotional  support,  and  child  development  screenings  directly  to  adolescents  in  their 
homes; 

2.  Increase  the  capacity  of  adolescent  parents  to  care  for  their  children  by  coordinating  the  service  delivery 
system,  enrolling  adolescents  in  programs  that  subsidize  child  care  and  transportation  costs,  advcxating 
completion  of  their  high  school  education,  and  assisting  with  placement  in  a  job  training  program; 

3.  Increase  staff  capacity  to  identify  and  meet  the  health  care  needs  of  pregnant  and  parenting  adolescents  and 
their  infants  through  extensive  staff  development;  and 

4.  Increase  the  number  of  pregnant  and  parenting  adolescents  receiving  adequate  prenatal  and  postnatal  care 
through  formal  linkages  with  local  health  care  providers  and  frequent  monitoring  and  followup  of  visits  for 
both  parents  and  children. 

METHODOLOGY:  The  project  enhances  the  existing  academic,  social,  and  personal  services  offered  through 
the  district's  Comprehensive  Services  to  School  Age  Parents  program  by  providing  a  health-focused  home 
visiting  service.  Four  home  health  visitors  are  employed  from  the  local  communities  to  provide  culturally 
sensitive  services  for  targeted  adolescent  families.  Each  home  health  visitor  has  a  caseload  of  approximately  20- 
25  families  and,  under  the  supervision  of  a  social  worker,  provides  the  following  services:  Monilormg  and 
followup  of  prenatal,  postnatal,  and  pediatric  care;  early  intervention  through  child  development  screenings  in 
the  home;  parenting  education;  nutrition  education;  and  workshops  on  relevant  health  topics. 

Coordination  with  a  variety  of  health  and  social  service  agencies  is  an  integral  part  of  the  project.  The  objective 
is  to  remove  barriers  to  service  and  facilitate  the  successful  achievement  of  health,  educational,  and  personal 
goals.  Toward  that  end,  cooperative  relationships  have  been  developed  with  major  hospitals  and  community 
medical  care  providers. 

EVALUATION:  The  evaluation  focuses  on  the  impact  of  the  program  on  prenatal  and  postnatal  health  and 
behaviors  of  adolescents  and  their  infants.  Through  observation,  periodic  focus  group  interviews  with  clients, 
and  analysis  of  demographic  and  program  data,  the  evaluator  from  the  Health  Federation  of  Philadelphia  reports 
on  infant  mortality  and  morbidity  rates,  increases  in  weight  gain  during  pregnancy,  and  the  incidence  of  long- 
term  health  problems  and  developmental  delays  in  targeted  infants.  The  evaluation  will  also  assess  the 
longitudinal  impact  of  the  program  on  adolescents. 

EXPERIENCE  TO  DATE:  To  date,  all  home-health  visitors  have  received  extensive  training  and  inservice 
development  on  health  care  issues,  child  development  screenings,  and  parenting  education  and  process  skills. 
The  Philadelphia  Department  of  Health  has  also  provided  training  in  resource  development  and  advocacy  skills. 
The  project  currently  serves  77  adolescents  and  their  infants,  providing  monthly  home  visits;  monitoring  and 
followup  on  prenatal,  postnatal,  and  pediatric  care;  social  service  advocacy;  assistance  with  child  care 
arrangements;  and  individual  and  group  counseling. 
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Second  Chance  Club:  A  Family-Centered 

MCHIP 

Intervention  for  Adolescent  Mothers 

MCJ-458422 

Medical  University  of  South  Carolina 

10/01/93-09/30/98 

Department  of  Pediatrics 

Project  Director(s): 

171  Ashley  Avenue 

Janice  Key,  M.D. 

Charleston,  SC   29425 

(803)  792-3689 

PROBLEM:  The  pregnancy  rate  among  adolescents  is  higher  in  the  United  States  than  any  other  industrialized 
country  in  the  world;  adolescents  who  already  have  one  child  have  a  particularly  high  rate  of  pregnancy.  Infants 
born  to  adolescent  mothers  have  many  medical  and  developmental  consequences,  such  as  low  birthweight, 
prematurity,  developmental  delays,  and  poor  school  performance.  Adolescents  who  have  a  baby  often  drop  out 
of  school,  have  lower  paying  jobs,  and  have  medical  complications  if  they  receive  inadequate  prenatal  care. 
These  medical  and  developmental  risks  are  compounded  if  the  mother  has  a  second  child  while  still  an 
adolescent,  close  in  timing  to  the  first  pregnancy.  The  Second  Chance  Club  project  will  target  adolescent 
mothers  and  their  families  by  providing  health  education  and  counseling,  both  in  their  homes  and  in  groups,  in  a 
culturally  appropriate,  multigenerational  approach  combined  with  medical  services.  The  overall  goal  of  this 
project  is  to  reduce  the  rate  of  repeat  adolescent  pregnancy. 

GOALS  AND  OBJECTIVES:  The  5-year  project  has  the  following  goals: 

1.  Increase  effective  use  of  contraception  by: 

a.  Increasing  access  to  medical  care,  increasing  medical  funding;  and 

b.  Using  skill-based  education  to  improve  decision  making. 

2.  Increase  effective  discussion  within  the  family  about  sexuality  and  family  planning  by  : 

a.  Increasing  the  parents'  knowledge  about  these  issues; 

b.  Using  skills-based  education  and  counseling  about  communication;  and 

c.  Providing  this  education  in  a  cultural  context  appropriate  for  the  families  being  served. 

METHODOLOGY:  Approximately  80-100  parenting  high  school  students  and  their  families  will  participate. 
The  project  coordinator  will  serve  as  a  case  manager  for  all  participants  and  will  provide  group  counseling  and 
education  sessions.  Eight  peer  educators  (four  adolescents  and  four  parents)  will  be  recruited  from  the 
participants  and  trained  by  the  project  coordinator  and  clinic  staff.  The  peer  educators  will  each  visit  10  families 
in  their  homes  monthly.  They  will  develop  and  implement  their  own  group  and  individual  counseling  sessions 
and  materials  based  on  existing  materials.  Medical  care  of  the  enrolled  adolescents  and  medical  insurance 
funding  will  be  facilitated  through  affiliated  school-based  and  adolescent  clinics. 

EVALUATION:  Project  activity  is  monitored  through  reports  to  the  advisory  board  on  a  quarterly  basis  and  an 
annual  report.  Ongoing  monitoring  includes  completion  of  a  signed  informed  consent  prior  to  participation 
(signed  by  the  student  and  parent  or  guardian);  documentation  of  training  of  peer  educators;  documentation  of 
each  group  meeting,  attendance,  and  educational  topic;  and  an  annual  structured  interview  of  participants. 

Intervention  group  data  will  be  compared  to  two  control  groups: 

1.     Two  hundred  adolescents  who  delivered  infants  in  other  counties  in  South  Carolina  and  matched  for  age, 
race,  parity,  and  education  will  be  tracked  by  MCH  by  using  birth  certificate  data;  and 
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2.     Fifty-four  matched  volunteer  controls  who  delivered  infants  in  Charleston  County  will  be  contacted  through 
a  structured  annual  telephone  interview. 

EXPERIENCE  TO  DATE:  The  project  is  located  in  an  urban  high  school  as  a  component  of  a  school-based 

clinic.  Initial  opposition  to  opening  the  school-based  clinic  caused  some  delay  in  the  project  but  was  overcome 
by  strong  support  from  the  community.  Both  the  clinic  and  the  Second  Chance  Club  project  opened  in  March 
1994.  The  project  expanded  to  serve  the  Young  Mother-Baby  Clinic  that  provides  care  for  the  infants  of  many 
of  the  participants.  The  project  coordinator  has  actively  recruited  students  and  now  has  48  participants  (47  girls 
and  1  boy)  in  the  club  and  three  mother-daughter  pairs  as  peer  educators.  The  club  meets  weekly  during  school. 
Club  members  have  written  their  own  brochure,  operated  a  booth  at  a  community  health  tair,  and  had  a 
graduation  awards  ceremony  that  was  televised  locally  and  on  CNN.  Participants  also  designed  and  wrote  a 
brochure  promoting  the  Second  Chance  Club. 


Border  Area  Teen  Health  Education 

CISS 

(BATHE)  Project 

MCJ-48K622 

Texas  Department  of  Health 

10/01/92-09/30/96 

1 40 1  Las  Vacas  Road 

Project  Director(s): 

Del  Rio.  TX   78840 

Maurine  D.  Porto.  M.D..  M.P.H. 

(210)  342-3300  or  774-8673 

Contact  Person: 

(210)  774-8683  fax 

Judy  A.  Rhlnesmlth,  R.N.. 

B.S.N. 

PROBLEM:  Adolescent  pregnancy  and  childbearing  have  become  a  primary  concern  in  ihc  Slate  of  Texas  and 
throughout  the  Nation.  Texas  ranks  first  among  States  in  births  to  adolescents  ages  14  and  younger.  It  has  the 
third  highest  pregnancy  rate  for  adolescents  ages  15-19.  The  major  identified  problems  related  to  adolescent 
pregnancy  and  premature  childbearing  include: 

1.  Early  initiation  of  sexual  relations; 

2.  A  lack  of  sex  education  and  inaccurate  information; 

3.  Immature  decision-making  skills  and  limited  acceptance  of  self-responsibility; 

4.  Limited  access  to  contraceptives  and  inappropriate  use  of  such; 

5.  Fear  and  intimidation  in  accessing  prenatal  and  family  planning  services; 

6.  Poor  participation  and  compliance  in  early  prenatal  care; 

7.  A  lack  of  childbirth  and  parenting  information  and  skills; 

8.  Limited  education  and  intervention  after  the  first  pregnancy;  and 

9.  A  large  adolescent  migrant  population  (in  Texas). 

GOALS  AND  OBJECTIVES:  The  overall  goal  of  the  Border  Area  Teen  Health  Education  (BATHE)  Project  is 
to  improve  the  access  of  high-risk  pregnant  adolescents  and  their  children  to  preventive  and  primary  health  care 
services.  The  project  will  attain  these  goals  through  education  and  outreach  activities  as  well  as  case 
management  of  high-risk  clients.  Specific  outcome  objectives  of  the  BATHE  Project  are  listed  below. 

1.     By  1996,  all  independent  school  districts  in  the  Texas  Department  of  Health  (TDH)  Region  8  will  have  the 
ability  to  teach  some  type  of  human  sexuality  class. 
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2.  By  1996,  the  infant  mortality  rate  in  the  target  area  will  be  less  than  8  percent. 

3.  By  1996,  the  rate  of  unintended  adolescent  pregnancies  will  drop  by  25  percent. 

Specific  impact  objectives  of  the  BATHE  Project,  to  be  accomplished  by  September  1995,  are  listed  below. 

1.  The  number  of  schools  in  the  target  area  having  some  form  of  human  sexuality  presentations/education  for 
their  students  will  increase  by  100  percent. 

2.  Of  the  number  of  high-risk  pregnant  adolescents  identified,  50  percent  will  seek  prenatal  care  within  the  first 
trimester  of  pregnancy. 

3.  The  number  of  infants  and  children  of  adolescent  parents  in  the  target  area  who  receive  "on  time"  well-child 
care/screening  per  the  Early  and  Periodic  Screening,  Diagnostic  and  Treatment  (EPSDT)  schedule  and 
according  to  TDH  MCH  standards  will  increase  by  50  percent. 

4.  The  number  of  Kickapoo  woman  of  childbearing  age  who  seek  prenatal  and/or  women's  preventive  health 
care  will  increase  by  40  percent. 

5.  The  number  of  sexually  active  adolescents  seeking  family  planning  methods  will  increase  by  40  percent. 

METHODOLOGY:  To  reach  the  above  objectives  within  the  stated  time  frame,  the  project  coordinator  and  staff 
will: 

1.  Further  develop  and  coordinate  a  marketing  campaign  for  all  three  intervention  levels; 

2.  Continue  development,  expansion,  and  evaluation  of  the  outreach/home  education  component  as  well  as  the 
case  management  program; 

3.  Further  expand  the  number  of  qualified  presenters  in  the  area  by  inservicing  the  ISD  educators  and  local 
health  clinic  employees  on  the  complete  Educating  for  Responsible  Choices  series  and  assisting  them  in 
program  presentation  preparation;  and 

4.  Continue  establishment  of  a  preventive  health  council  to  assess  health  care  needs  and  coordinate  health 
services  in  the  targeted  areas. 

TDH  clinics;  local  health  departments;  independent  school  districts  (ISDs);  the  Special  Supplemental  Nutrition 
Program  for  Women,  Infants  and  Children  (WIC);  the  Department  of  Human  Services;  the  Texas  Department  of 
Mental  Health  Services;  the  Texas  Migrant  Council;  and  local  health  care  providers  are  all  providing  the 
BATHE  Project  staff  with  referrals  on  adolescents.  The  BATHE  Project  outreach  component  then  enhances  the 
managed  care  the  client  receives  by  assisting  the  primary  care  provider  in  the  referral  and  educational  needs  of 
that  client. 


EVALUATION:  Process  evaluation  will  be  done  on  a  monthly  basis  by  the  project  coordinator  based  on  the  set 
workplan.  Impact  measures  will  be  developed  by  the  project  coordinator  and  Region  Central  Office  supervisory 
staff.  The  Nurses  Integrated  and  Demographic  Software  (NIADS),  used  throughout  TDH  for  statistical  analysis 
of  public  heath  activity,  and  the  Teen  Pregnancy  Programs  Computer  Information  System  (TPPCIS)  are  being 
used  for  tracking  and  measurement  of  the  process  objectives.  Statistics  from  the  TDH  Bureau  of  Vital  Statistics 
will  be  analyzed  and  compared. 

EXPERIENCE  TO  DATE:  With  all  staff  on  board,  the  BATHE  Project  has  been  very  busy  since  the  beginning 
of  FY  1994.  Staff  inservice  and  education  have  been  ongoing.  Interagency  meetings  and  marketing  activities 
have  been  underway  for  months.  Door-to-door  outreach  has  been  initiated  throughout  the  target  areas.  The 
project's  health  educator  has  developed  and  begun  implementing,  evaluating,  and  improving  a  human  sexuality 
curriculum  that  the  BATHE  staff  have  used  for  presentations.  This  curriculum  has  also  been  shared  with  other 
health  care  providers  in  the  region  who  have  been  called  upon  to  do  presentations  for  school  districts  in  their 
areas.  A  series  of  educational  videotapes  and  the  Values  and  Choices  human  sexuality  program  have  been 
ordered  to  enhance  the  outlined  curriculum  already  in  place.  Discussion  has  been  initiated  with  the  Del  Rio  High 
School  principal  regarding  further  objectives  to  be  met  in  coordinating  and  educating  school  employees  to  assist 
with  this  project.  Proposals  requesting  support  from  local  school  boards  and  the  Texas  Education  Agency  for 
this  week-long  curriculum  are  in  the  early  stages.  An  outreach  program  supported  by  community  service  aide 

Adolescent  Pregnancy:  Care,  Parenting,  and  Prevention  103 


(CSA)  and  nursing  staff  and  enhanced  with  the  case  management  program  has  been  ongoing  for  months.  A 
series  of  educational  presentations  has  been  provided  to  the  Kickapoo  village  members  to  improve  their  comfort 
zone  and  gain  trust  with  health  care  providers  who  will  be  assisting  in  the  outreach  education  and  services 
provided  to  the  village  by  the  project.  A  public  health  coalition  is  in  the  planning  stages  in  Del  Rjo;  members 
include  the  project  coordinator,  local  health  department  physician,  and  other  interested  health  care  providers. 
Monthly  interagency  meetings  have  been  attended  by  staff  members.  The  project  was  presented  at  the  Del  Rio 
interagency  meeting  in  November,  and  we  hope  to  have  the  Eagle  Pass  presentation  as  soon  as  possible.  The 
project  coordinator  is  working  closely  with  the  school  system  and  is  on  the  advisory  board  of  the  Del  Rio  Head 
Start  program. 


Health  Education  and  Literacy  Partnership  MCHIP 

Dallas  Department  of  Environmental  and  Health  MCJ-488606 

Ser-vices  10/01/92-09/30/97 

1500  Marilla  7AN  Project  Dlrector(s): 

Dallas.  TX   75215  Alice  I.  Pita.  M.D. 
(214)  670-8267 


PROBLEM;  Low  literacy  among  low-income  adolescent  parents  is  a  problem  thai  affects  all  arca.s  of  their  lives 
and  the  lives  of  their  children.  For  the  increasing  number  of  clients  who  cannot  read  and  who  speak  no  English, 
access  issues  become  even  more  complex.  Literacy  begins  in  early  infancy  with  language  development  and  the 
parents'  positive  reinforcement  of  their  offspring's  developmental  milestone  achievements.  Many  parents  lack 
the  skills  and  self-confidence  to  be  their  children's  first  teachers.  This  impacts  the  health  care  received  and  the 
ability  to  access  resources  effectively. 

The  Health  Education  Literacy  Partnership  (HELP)  is  a  coalition  of  experienced  professionals  who  want  to  make 
a  significant  difference  in  literacy  and  access  to  care.  This  project  uses  multilevel  literacy  guidance  to  parents 
and  encourages  them  to  complete  their  own  education.  A  wailing  room  reading  program  functions  m  all  clmic 
sites,  with  volunteers  modeling  reading  for  parents.  Staff  and  volunteers  provide  free  books  and  guidance  about 
family  literacy. 

GOALS  AND  OBJECTIVES:  The  goals  of  HELP  are  to: 

1 .  Increase  access  to  health  and  social  support  services  for  high-risk  mothers  and  their  children; 

2.  Identify  barriers  to  access  for  high-risk  families; 

3.  Increase  the  literacy  rate  among  high-risk  mothers  and  the  emergent  literacy  of  their  children;  and 

4.  Increase  awareness  in  the  community  and  among  pediatricians  of  the  importance  of  emergent  literacy  and  of 
the  critical  role  of  parents  in  this  early  educational  process. 

Ten  specific  goals  will  be  achieved  by  1997. 

METHODOLOGY:  Community  service  aides  (CSAs)  continue  monthly  contact  with  HELP  clients.  Because 
some  client  mothers  go  back  to  school,  monthly  in-home  visits  sometimes  have  not  been  possible.  These  clients 
may  be  seen  in  clinics  when  they  bring  their  babies  in  for  well-child  checkups,  or  even  at  their  schools.  CSAs 
query  clients  about  their  children's  health  appointments,  remind  them  to  keep  their  own.  and  (by  the  fourth 
month  of  contact)  administer  the  Rapid  Emergent  Assessment  for  Literacy  in  Medicine  (REALM).  They  teach 


J  04  Adolescent  Health  Report 


mothers  how  to  play  with  their  children  to  foster  learning  and  emergent  literacy.  The  volunteer  readers  for  clinic 
waiting  rooms  read  to  the  children,  sometimes  giving  them  books.  By  example  and  discussion,  the  volunteer 
readers  teach  parents  about  the  importance  of  reading  and  how  to  share  a  book  with  their  children.  They  may 
help  parents  apply  for  a  Dallas  Public  Library  card.  CSAs  provide  input  on  ways  to  fine-tune  and  how  best  to 
carry  out  the  HELP  mission.  Age-appropriate  children  are  selected  at  random  at  public  health  clinics  for  the 
developmental  testing  done  there.  During  clinic,  nurses  will  administer  the  Early  Language  Milestones  Scale 
(ELMS)  and  Attachment,  Interaction,  and  Social  Support  (AIMS)  to  at  least  one  client  child  9  to  15  months  old 
per  day. 

For  parental  reporting  of  literacy  activities  with  their  children,  different  approaches  are  being  considered, 
including  questionnaires  and  the  Receptive-Expressive  Emergent  Language  Scale  (REEL). 

EVALUATION:  The  High  Risk  Case  Management  data  on  the  mother's  progress  toward  educational  goals,  use 
of  the  health  care  system,  REALM  scores,  and  report  of  activities  with  her  infant  will  be  analyzed  and  correlated 
with  her  literacy  level.  Parent  questionnaires  describing  in-home  literacy  activities  will  be  collected  in  pediatric 
waiting  rooms  to  assess  increases  in  reading  to  children  and  increases  in  library  use.  Clients  will  have 
developmental  language  evaluations  during  regularly  scheduled  health  appointments. 

At  monthly  visits,  CSAs  monitor  the  mothers'  response  to  HELP  parent  education  materials,  progress  toward 
educational  goals,  use  of  medical  services,  and  (for  English-speaking  mothers)  literacy  levels  as  determined  by 
the  REALM.  Volunteer  readers  sign  in  where  they  are  to  read.  The  numbers  of  books  distributed  and  received 
are  documented  in  forms  designed  by  and  for  HELP.  The  numbers  of  parent  and  pediatrician  surveys  are 
documented.  The  number  of  children  seen  in  pediatric  clinics  is  documented.  The  questionnaires  dealing  with 
in-home  literacy  activities  will  be  docurhented. 

EXPERIENCE  TO  DATE;  Volunteers  are  reading  in  all  clinic  sites.  More  than  2,500  books  have  been 
received,  allowing  HELP  to  give  books  to  child  health  clinic  and  High  Risk  Case  Management  clients  year- 
round.  CSAs  are  using  Spanish  and  English  activity  sheets  with  project  mothers.  The  forms  also  were  given  to 
pediatricians  who  participate  in  BOOKSHARES,  a  Pediatric  Society  of  Greater  Dallas  project  to  collect  books 
for  HELP.  The  survey  of  pediatricians'  attitudes  and  practices  toward  literacy  is  underway.  Multiple  public 
presentations  for  community  and  professional  groups  have  focused  on  the  importance  of  celebrating  a  child's 
achievements  and  ways  to  use  book  sharing  to  strengthen  the  parent-child  bond  while  nurturing  cognitive 
development. 


Lifespan  Comprehensive  Services  with  Home 

CISS 

Visiting 

MCJ-48HV01 

Dallas  County  Hospital  District 

10/01/93-09/30/96 

Community  Oriented  Primary  Care  Program 

Project  Director(s): 

6263  Harry  Hines  Boulevard,  Suite  401 

Veronica  Piper,  L.M.S.W. 

Dallas,  TX   75235 

Contact  Person: 

(214)630-4781 

Elizabeth  Cowles 

(214)  630-8308  fax 

PROBLEM:  Programming  that  first  assesses  and  then  addresses  the  needs  of  both  the  adolescent  mother  and  the 
high-risk  infant  she  produces  is  at  the  forefront  of  need  in  the  1990s.  The  targeted  project  area  in  a  southern 
section  of  Dallas  County  experiences  high  rates  of  infant  mortality  and  poverty  and  has  been  identified  as  an  area 
with  a  shortage  of  health  care  providers.  Infant  mortality,  noncompliance  with  health  examinations  and 
immunizations,  child  abuse  and  neglect,  failure  of  adolescent  parents  to  complete  school,  and  repeat  pregnancies 
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are  all  prevalent  concerns  in  this  project  area.  The  LifeSpan  Program  is  an  entry  point  into  primary  health  care 
for  adolescent  mothers  and  their  infants  in  Dallas  County.  This  project  extends  LifeSpan  services  to  include 
home  visiting  case  management  to  mother-infant  families  and  provides  for  identification  of  high-risk  infants 
discharged  from  Parkland  Memorial  Hospital's  Neonatal  Intensive  Care  Unit. 

GOALS  AND  OBJECTIVES:  The  project's  primary  goal  is  to  continue  to  implement  and  refine  a 
comprehensive  program  of  service  appropriate  to  adolescent  parents'  developmental  needs  that  reduces  the  risk 
of  child  abuse  and  neglect  and  noncompliance  with  infants'  medical  needs.  Outcome  objectives  include: 

1 .  Achieve  compliance  with  prenatal  care,  postpartum  exams  for  mothers,  and  a  regular  schedule  of  health 
exams  and  immunizations  for  infants; 

2.  Reduce  substantiated  cases  of  child  abuse  and  neglect; 

3.  Provide  for  continued  education  for  adolescent  parents;  and 

4.  Reduce  the  rate  of  repeat  pregnancies. 

METHODOLOGY:  Referral  to  case  management  services  is  made  by  a  LifeSpan  education  caseworker  once 
the  pregnancy  is  diagnosed  or  the  adolescent  arrives  for  prenatal  care  at  one  of  the  clmic  sites  in  the  project  area. 
A  social  worker  then  makes  the  first  home  visit  to  a  pregnant  adolescent  to  assess  need,  provide  support,  and 
develop  a  plan  of  service.  Community  service  aides  (CSAs)  provide  home  visiting  on  a  schedule  of  support 
needs  to  the  mother  and  infant  after  birth.  The  social  worker  visits  the  infant  in  the  home  at  6  and  IK  months  to 
evaluate  bonding  and  appropriateness  of  mother-infant  interactions.  The  team  of  the  social  worker  and  CSAs 
continue  contact  and  assistance  through  the  third  year  of  each  infant's  life.  However,  the  frequency  of  contact 
decreases  as  families  progress  in  their  goals  and  service  plan.  At  weekly  meetings,  the  service  team  reviews 
cases  to  determine  compliance  with  health  needs,  additional  support,  and  referrals  that  may  be  required.  A  social 
worker  is  assigned  to  the  Neonatal  Intensive  Care  Unit  (NICU)  at  Parkland  Hospital  to  work  with  adolescent 
parents  during  their  infant's  stay  m  NICU  and  ensure  that  case  management  is  coordinated  with  a  low 
birlhweight  clinic  or  a  LifeSpan  Comprehensive  Service  Team. 

LifeSpan  is  a  program  within  Community  Oriented  Primary  Care  (COPC),  Parkland  Memorial  Hospital's 
network  of  health  centers  in  medically  undcrscrved  areas  of  Dallas  County.  COPC/LifeSpan  is  a  member  of  the 
Dallas  County  Case  Management  Coalition  and  has  signed  agreements  with  other  coalition  members  that 
designate  service  responsibility.  COPC  has  committed  to  offering  case  management  with  home  visiting  to 
pregnant  adolescents  who  participate  in  LifeSpan  prenatal  education  in  community  clinics.   Leaders  in  our  case 
management  program  have  worked  with  the  Texas  Department  of  Health  to  develop  an  automated  system  that 
now  tracks  case-management  services  and  Medicaid  billing.  The  goals  and  activities  of  LifeSpan  are  aligned 
with  the  Texas  Maternal  and  Child  Health  Plan  for  1993,  and  this  project  is  supported  by  the  State  Bureau  of 
Maternal  and  Child  Health. 


EVALUATION:  Evaluation  will  measure  differences  in  outcome  objectives  for  two  groups  of  mother-infant 
families:  (1)  Families  that  participate  in  LifeSpan  educational  and  support-group  activities  but  receive  no  case 
management  home  visiting  services,  and  (2)  families  that  additionally  receive  case  management  with  home 
visiting  services.  LifeSpan  collects  baseline  data  on  adolescents  enrolled  in  program  activities.  Analysis  will 
employ  data  from  a  computer-automated  system  for  tracking  case  management  services,  clinic  health  records 
and  case  files  that  include  service  plans,  progress  notes,  and  results  of  evaluation  instruments. 

EXPERIENCE  TO  DATE:  As  of  April  30,  1994,  76  adolescents  under  the  age  of  1 8  in  the  target  area  have  been 
enrolled  in  comprehensive  case  management  services.  Of  this  number.  65  are  African  American  and  the 
remaining  1 1  are  Hispanic.  Seventy-four  enrollees  (97  percent)  have  been  compliant  with  prenatal  care  since  the 
time  of  enrollment.  Sixty-one  infants  have  been  born  to  adolescent  mothers  enrolled  for  service  during  this 
fiscal  year,  and  three  of  these  were  low  birthweight.  Data  outcomes  indicating  the  number  of  referrals  from  the 
NICU  are  not  yet  available  due  to  the  time  lag  in  merging  data  between  LifeSpan/COPC  and  Parkland.  It  is  loo 
early  to  obtain  outcomes  for  well-baby  exams  and  immunizations,  as  well  as  mother-infant  bonding  information. 
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Nursing  Child  Assessment  Satellite  Training  (NCAST)  has  been  completed  for  all  case  management  staff,  and 
assessments  of  mother-infant  bonding  will  begin  in  June  1994.  A  Denver  Developmental  Screening  Test 
assessment  was  also  included  in  this  training.  In  keeping  with  the  initial  granting  plan,  assessments  will  be  made 
at  6-month  intervals  and  improvements  documented.  As  a  result  of  the  NCAST  training,  a  document  is  being 
developed  internally  that  will  provide  a  process  or  plan  to  follow  for  each  assessment  visit  geared  to  the  target 
adolescent  population. 


Families — The  Vital  Link:   Models  of 

MCHIP 

Family /Professional  Leadership  for  Reformed 

MCJ-51R013 

Systems  of  Health  Care 

10/01/94-09/30/98 

Parent  Educational  Advocacy  Training  Center 

Project  Director(s): 

10340  Democracy  Lane 

Cheryl  Rei  Takemoto 

Suite  206 

Fairfax,  VA  22030 

(703)691-7826 

(703)  691-8148  fax 

PROBLEM:  Approximately  10  million  children  in  the  United  States  have  chronic  health  conditions  and  8 
million  children  have  no  health  insurance.  As  States  and  insurance  companies  are  moving  toward  managed 
health  care,  children  with  special  health  needs  and  their  families  will  be  dramatically  affected.  In  addition  to  the 
particular  concerns  of  children  with  special  health  needs,  their  families'  needs  must  also  be  considered  in  a 
comprehensive  care  management  program. 

Among  the  barriers  to  providing  managed  care  services  that  are  responsive  to  traditionally  underserved  families 
is  the  lack  of  knowledge  concerning  how  to  meet  the  needs  of  families,  especially  (1)  those  from  diverse  cultural 
backgrounds,  (2)  adolescent  parents,  and  (3)  foster  or  adoptive  parents.  Few  avenues  are  available  for  broad 
dissemination  of  information  that  .communicates  options  and  solutions  developed  by  parents  in  the  target 
populations  and  by  the  professionals  who  work  with  them.  This  project  addresses  these  diverse  needs,  in 
response  to  MCHIP  directives  on  health  care  reform  for  children  with  special  health  needs,  in  relation  to 
public/consumer  participation. 

GOALS  AND  OBJECTIVES:  This  project  is  designed  to:  (1)  Articulate  and  promote  the  principles  of  family- 
centered,  community-based,  culturally  competent,  high-quality  health  care  for  children  with  special  health  needs, 
within  the  context  of  health  care  reform;  and  (2)  develop  models  of  family/professional  leadership,  disseminate 
information,  train  parent  and  professional  audiences,  and  provide  health  care  that  is  responsive  to  the  needs  of 
families. 

The  project  has  identified  the  following  specific  goals: 

1.  Cross-cultural  competence:  Develop  models  of  family/professional  leadership  in  promoting  family- 
centered,  community-based,  culturally  competent  health  care  responsive  to  the  needs  of  culturally  diverse 
families; 

2.  Adolescent  parenting:  Develop  models  of  family/professional  leadership  in  promoting  family-centered, 
community-based,  culturally  competent  health  care  responsive  to  the  needs  of  adolescent  parents;  and 

3.  Foster/adoptive  parents:  Include  initial  research,  videotape  format,  and  informational  material  responsive  to 
the  needs  of  foster  and  adoptive  parents  of  children  with  special  health  needs. 

METHODOLOGY:  The  approach  is  guided  by  an  innovative  leadership  model  that  combines  theory  and 
principles  in  a  new  interactive  way.  Leadership  in  framing  the  issues  and  developing  the  products  is  provided 
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through  extensive  input  from  constituency  panels  representing  the  target  populations  (cross-cultural,  adolescent, 
and  foster/adoptive  families)    Extensive  field  research  and  field  interviews  will  conlribule  to  ihc  nchncss  and 
depth  of  the  products  developed.  The  methods  employed  to  provide  family/professional  leadership  m  managed 
health  care  delivery  and  policy  include  creating  high-quality  videotapes,  separate  self-study  guides  for  parents 
and  providers,  and  a  viewer's  guide  for  general  audiences.  These  materials  will  be  disseminated  through  the 
Public  Broadcasting  System  (PBS)  network  and  the  Adult  Learning  Service.  In  order  to  provide  incentives  for 
physicians,  the  project  will  team  with  a  higher  institution  to  provide  continuing  medical  education  (CME)  units 
for  physicians. 

The  achievement  of  all  objectives  has  been  monitored  internally  and  externally  (by  an  outside  evaluator).  MCH 
project  staff  have  provided  valuable  technical  assistance  and  feedback  during  face-to-face  and  telephone 
conversations.  Based  on  field  research  and  in  response  to  MCH  leadership  in  managed  care,  the  project  focus 
has  shifted  from  national  health  care  reform  to  managed  care  in  the  public  and  private  sectors.. 

EVALUATION:  Formative  evaluation  processes  have  been  initiated  by  an  external  evaluator.  Evaluation  has 
focused  on  both  content  and  project  process  issues.  The  evaluator' s  status  report  and  preliminary  findmgs  from 
literature  and  field  research  are  included. 

The  achievement  of  all  objectives  is  monitored  internally,  as  well  as  externally  by  on  outside  evaluator.  MCH 
project  staff  have  provided  valuable  technical  assistance  and  feedback  during  face-to-face  conversations  and  via 
telephone.  Based  on  field  research  and  in  response  to  MCH  leadership  in  managed  care,  the  project  focus  has 
shifted  from  national  health  care  reform  to  managed  care  in  the  public  and  private  sectors. 

EXPERIENCE  TO  DATE:  The  first  year  of  the  project  has  been  devoted  primarily  to  research  activities.  The 
121  interviews  conducted  span  the  parent/provider  community  and  have  focused  particularly  on  cultural 
diversity  and  managed  care. 


Teen  Pregnancy  Service:  Adolescent  Primary                                                        MCHIP 

Care  MCJ-558521 

Teen  Pregnancy  Service  10/01/93-09/30/98 

2040  West  Wisconsin  Avenue  Project  Director(s): 

Suite  350  Jenise  Dennee,  M.H.A. 
Milwaukee.  WI   53233 
(414)  937-8040 


PROBLEM:  The  Teen  Pregnancy  Service  of  Milwaukee  seeks  to  expand  services  to  the  high-risk  population  of 
adolescents,  children,  and  infants  it  currently  serves.  The  population  initially  targeted  for  services  through  this 
project  consists  of  pregnant  and  parenting  Teen  Pregnancy  Service  clients  ages  13-19.  This  high-risk 
population,  though  culturally  diverse,  is  predominantly  African  American;  95  percent  are  of  low-income  status. 
During  the  second  year  of  the  project,  the  target  population  will  be  extended  to  include  clients  enrolled  in  our 
primary  prevention  program.  This  group  comprises  nonparenling  males  and  females,  ages  10-18.  who  are 
assessed  as  at  high  risk  for  becoming  adolescent  parents.  As  risk  factors  tend  to  cluster  rather  than  occur  in 
isolation,  both  populations  exhibit  a  significant  number  of  interrelated  risk  characteristics  such  as  poor  academic 
achievement,  substance  abuse,  delinquency,  poor  parent-child  relationships,  and  low  self-esteem,  in  addition  to 
the  potential  health  risk  associated  with  early  parenting. 

Adolescents  generally  tend  to  underutilize  the  health  care  system.  Reasons  given  for  this  lack  of  use  are 
inaccessibility,  lack  of  confidentiality,  unaffordability.  and  lack  of  perceived  need  for  health  care.  In  Wisconsin, 
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53,052  adolescents  (ages  15-20)  were  eligible  for  a  HealthCheck  screen  but  only  3,017  (5.7  percent)  had  these 
screens.  Approximately  50  percent  of  girls  ages  15-19  have  had  intercourse.  Of  sexually  active  girls,  more  than 
half  report  inconsistent  use  of  contraception.  Rates  of  sexually  transmitted  diseases  (STDs)  among  adolescents 
are  rising,  with  syphilis  at  the  highest  level  in  40  years.  AIDS  is  now  the  seventh  leading  cause  of  death  among 
adolescents  and  young  adults  15-24  years  old.  Adolescent  pregnancy  rates  are  not  declining.  Because 
adolescents  tend  to  participate  in  many  experimental  and  risk-taking  behaviors  that  lead  to  negative  health 
outcomes,  lack  of  preventive  and  primary  health  care  may  have  costly  societal  and  economic  repercussions  in  the 
form  of  premature  pregnancy  and  parenting,  increase  in  STD/HIV  infection,  diminished  potential  for  self- 
sufficiency,  lost  productivity,  and  academic  or  vocational  failure.  The  expansion  of  services  seeks  to  fill  critical 
gaps  in  the  accessibility  of  care,  including  coordination  of  case  management  services  to  address  pervasive  issues 
associated  with  adolescents  and  early  parenting  and  comprehensive  primary  health  care  services  designed  to 
meet  the  needs  of  this  population. 

GOALS  AND  OBJECTIVES:  The  Adolescent  Primary  Care  model  will  combine  the  effectiveness  of  care 
coordination/case  management  with  the  availability  and  accessibility  of  comprehensive  primary  health  care  in  a 
community  and  familiar  environment.  The  overall  goal  is  to  provide  effective  comprehensive  primary  health 
care  to  adolescents  in  a  cost-effective  and  culturally  relevant  manner.  Comprehensive  health  care  in  the  context 
of  this  project  builds  upon  prenatal  services  currently  provided  and  an  acute  awareness  of  the  special  needs  of 
this  population  to  include  not  only  medical  but  also  social  and  psychological  interventions. 

Special  consideration  will  be  given  to  the  goal  of  increasing  community  involvement  and  cultural  sensitivity  in 
the  project  design  because  of  the  critical  effect  of  the  community's  makeup  and  problems  on  this  population. 

METHODOLOGY:  Pediatric  primary  care  teams  at  the  Teen  Pregnancy  Service  include  a  nurse  practitioner,  a 
pediatrician,  and  a  social  worker.  A  nutritionist  is  available  for  consultation.  Services  with  a  preventive  and 
educational  focus  to  be  provided  by  the  primary  care  team  include  assessment  of  nutritional  status,  general 
physical  and  mental  health,  oral  health,  sexuality,  risk-taking  behavior,  perinatal  status,  and  other  issues  related 
to  growth  and  development.  Also  to  be  provided  is  family  (postnatal)  care  coordination  that  will  utilize  the 
concepts  of  the  Parent  Support  Program,  whose  fundamental  goals  are  to  improve  the  parenting  skills,  daily  life 
and  self-advocacy  skills,  and  support  systems  of  adolescent  parents  at  risk  for  child  abuse  and  neglect. 
Community  agencies  will  be  contacted  to  (1)  join  an  advisory  board  for  program  development,  (2)  develop  and 
implement  community  outreach  efforts,  and  (3)  collocate  services  at  the  Teen  Pregnancy  Service. 

EVALUATION:  The  number  of  clinic  visits  will  be  monitored  and  tracked  to  ensure  that  Teen  Pregnancy 
Service  clients  have  the  opportunity  to  receive  and  are  receiving  comprehensive  primary  health  care,  family 
(postnatal)  care  coordination,  and  services  from  the  Parent  Support  Program.  Also,  baseline  data  on  the 
incidence  of  repeat  pregnancy  rate  will  be  collected  and  compared  to  the  same  measures  obtained  after  the  new 
initiatives  are  implemented.  Program  recommendations  from  the  advisory  board  and  the  implementation  of  the 
outreach  workplan  will  be  monitored. 

EXPERIENCE  TO  DATE:  All  assessments,  protocols,  and  care  plan  forms  have  been  completed.  Primary  care 
services  are  being  provided  to  adolescents.  Care  coordination  services  are  being  provided;  however,  due  to  the 
size  of  each  social  worker's  caseload,  the  time  spent  with  each  individual  is  not  as  in-depth  as  ultimately  desired. 
Additional  funding  is  being  sought  from  State  and  local  sources.  This  funding  will  be  used  to  hire  additional 
social  workers  and  to  facilitate  the  advisory  board. 
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Substance  Abuse  Prevention  and 
Treatment  for  Pregnant  Adolescents 


Comadres  Project  CSAP/MCHB 

East  Los  Angeles  Alcoholism  Council  SP-02258 

916  South  Atlantic  Boulevard  08/01/90-04/30/95 

Los  />ingeles.  CA  90022  Project  Director(s): 

(213)  264-2211  or  268-9344  Carlos  Garcia.  M.S.W. 

(213)  268-9348  fax  Contact  Person: 

Margarita  Orozco 


PROBLEM:  Pregnant  and  parenting  Latina  adolescents  living  in  low-income  public  housing  are  at  high  risk  for 
alcohol  and  other  drug  use.  Children  bom  to  these  adolescents  are  at  risk  for  various  health  problems, 
developmental  delays,  and  child  abuse. 

There  is  a  notable  lack  of  research  focusing  on  Latina  adolescents  and  substance  use.  Most  studies  have 
investigated  drug  use  within  the  adult  or  male  Latino  population.  Among  various  problems  impacting  this  group 
is  the  lack  of  coordinated  and  comprehensive  services  for  this  population.  Further  problems  include  the 
inaccessibility  of  health  and  other  social  services,  loss  of  cultural  values  within  the  family  unit,  and  excessive 
substance  use  by  peers  and  extended  family  members.  Additionally,  these  high-risk  youth  also  suffer  from  low 
self-esteem,  feelings  of  powerlessness,  and  culturally  related  stressors.  This  program  is  unique  m  that  it  focuses 
exclusively  on  the  adolescents  living  in  a  public  housing  project  in  the  east  Los  Angeles  community. 

GOALS  AND  OBJECTIVES:  The  Comadres  project  is  a  5-year  program  aimed  at  preventing  alcohol  and  other 
drug  use  and  providing  early  intervention  services  for  pregnant  or  parenting  Latina  adolescents  and  their 
extended  family  members. 

METHODOLOGY:  The  Comadres  Project  will  be  housed  in  the  Nueva  Maravilla  Housing  Development 
Project  in  the  East  Los  Angeles  area.  TTie  program  has  seven  dynamic  dimensions: 

1.  Increased  involvement  in  organizations  that  provide  prevention,  early  intervention,  and  treatment  services 
for  young  pregnant  and  parenting  adolescents; 

2.  A  mentoring  component  through  which  identified  Latina  women  in  the  community  become  "comadres"  to 
adolescents,  resulting  in  increased  social  support; 

3.  An  8-week  early  intervention  and  prevention  program  for  adolescent  Latinas; 

4.  Development  of  a  referral  system  through  outreach  and  case  management; 

5.  Reduction  of  family  and  personal  stress  and  enhanced  coping  skills  through  participation  in  Comadres 
groups  and  activities; 

6.  Provision  of  substance  abuse  information,  education,  and  referrals  for  extended  family  members  of  program 
participants;  and 

7.  Development  of  a  manual  describing  program  development  and  outreach,  the  curriculum  used  in  both 
adolescent  and  mentor  groups,  and  research  findings,  to  show  similar  communities  how  to  replicate  this 
program. 
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EVALUATION:  A  process  evaluation  will  include  extensive  information  on  implementation  of  this  program, 
including  discussions  of  identified  barriers  to  service  implementation  and  methods  for  breaking  through  these 
barriers.  The  process  evaluation  includes  outreach  and  recruitment  data,  curriculum  development,  and 
demographic  profiles  of  program  participants. 

An  outcome  evaluation  will  also  be  conducted  through  various  methods.  Measurements  of  the  adolescent  groups 
will  be  conducted  before  and  after  program  implementation  in  order  to  evaluate  the  core  sessions  in  the 
curriculum.  There  will  be  a  followup  evaluation  for  25  percent  of  the  participants.  The  outcome  evaluation  will 
also  look  at  the  effectiveness  of  the  mentor  training  program  by  evaluating  the  training. 

EXPERIENCE  TO  DATE:  Progress  of  the  Comadres  Project  thus  far  includes: 

1 .  Program  outreach; 

2.  Implementation  of  a  mentor  training  program; 

3.  Implementation  of  an  adolescent  pilot  group; 

4.  Data  collection  and  initial  evaluation  tasks;  and 

5.  Initial  draft  of  a  curriculum  for  adolescent  and  mentor  groups. 


Targeting  High-Risk  Female  Adolescents  for 

CSAP/MCHB 

Prevention  of  Substance  Use:   Before 

SP-01957 

Pregnancy,  During  Pregnancy,  and  Postpartum 

07/01/90-06/30/95 

Emory  University 

Project  Director(s): 

School  of  Medicine,  Grady  Memorial  Hospital 

Marion  Howard,  Ph.D. 

Obstetrics  and  Gynecology  Department 

80  Butler  Street,  Box  26158 

Atlanta,  GA  30335 

(404)  616-3513 

(404)  223-3071  fax 

PROBLEM:  Research  studies  indicate  that  adolescents  who  begin  one  negative  health  behavior  are  at  risk  for 
becoming  involved  in  other  negative  health  behaviors.  Adolescents  who  begin  sex  at  a  young  age  are  at 
significant  risk  both  for  becoming  pregnant  and  for  beginning  to  use  alcohol  and  other  drugs.  This  can  affect 
any  immediate  pregnancy,  as  well  as  reproductive  health  outcomes  in  the  future. 

GOALS  AND  OBJECTIVES:  The  overall  aim  of  the  project  is  to  demonstrate  that  it  is  possible  for  family 
planning  clinics  serving  adolescents  to  identify  and  target  those  adolescents  at  highest  risk  for  becoming  sexually 
involved  and  pregnant  at  a  young  age  as  well  as  becoming  substance  users.  Through  intervention,  such  clinics 
can  help  young  people  avoid  the  beginning  of  potentially  harmful  substance  use  or  prevent  the  escalation  of 
substance  experimentation/use.  To  demonstrate  this,  the  project  will  use  an  adolescent  family  planning  clinic  as 
a  base  to  increase  the  availability  and  accessibility  of  prevention  and  early  intervention  services  and  to  improve 
linkage  with  appropriate  treatment  services. 

The  project  objectives  are  to: 

1 .     Demonstrate  that  human  sexuality  education  programs  in  schools  and  elsewhere  conducted  by  family 
planning  programs  provide  an  appropriate  and  effective  intervention  point  for  helping  male  and  female 
adolescents  understand  the  interrelationship  between  alcohol  and  other  drug  use  and  reproductive  health, 
and  to  make  better  choices  about  substance  use; 
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2.  Demonstrate  that  adolescent  family  planning  clinics  are  appropriate  settings  for  identification  and 
counseling  of  those  adolescents  at  risk  for  beginning  experimentation  with  alcohol  and  other  drugs,  as  well 
as  those  at  risk  for  increasing  use  beyond  experimentation; 

3.  Demonstrate  that  adolescent  family  planning  clinics  are  appropriate  settings  for  identification  and  referral  of 
adolescents  engaged  in  substance  use;  and 

4.  Demonstrate  that  adolescent  family  planning  clinic  programs  providing  education,  information,  counseling, 
and  referral  for  treatment  can  assist  young  people  in  either  delaying  or  foregoing  experimentation  with 
alcohol,  drug,  or  cigarette  use  or  reducing  to  a  minimal  level  the  use  of  such  substances. 

METHODOLOGY:  The  Obstetrics  and  Gynecology  Department  at  Emory  University,  in  cooperation  with 
Grady  Memorial  Hospital  (a  large  publicly  funded  hospital  serving  the  two  most  populous  counties  in  Georgia) 
and  the  Atlanta  Public  Schools  (a  large  inner-city  school  system),  will  implement  an  innovative  family  planning- 
based  intervention  project.  Using  multiple  strategies,  the  project  will  target  low-income  black  female  high-risk 
adolescents  at  three  separate  times:  (1)  In  the  public  schools  around  the  time  they  arc  likely  to  become  sexually 
involved;  (2)  in  the  hospital  during  the  prenatal  care  period;  and  (3)  during  enrollment  in  an  adolescent  family 
planning  clinic  prior  to  pregnancy  and/or  following  pregnancy. 

To  meet  the  goals  and  objectives  outlined  above,  the  project  will: 

1 .  Integrate  information  about  substance  use  and  reproductive  health  in  a  human  sexuality  education  program 
and  present  it  in  eighth-grade  classrooms  in  19  public  schools.  Through  this  effort,  the  project  will  reach 
6,500  inner-city  male  and  female  youth  over  a  3-year  period  and  increase  their  understanding  of  the 
interrelationship  between  substance  use  and  reproductive  health. 

2.  Integrate  information  about  substance  use  and  reproductive  health  into  a  family  planning  clinic  program  by 
training  five  adolescent  family  planning  counselors  to  identify,  educate,  counsel,  and  refer,  as  needed, 
sexually  involved  adolescents  at  risk  for,  or  involved  in,  substance  use  behaviors.  Through  this  segment,  the 
program  will  reach  675  low-income  sexually  involved  female  adolescents  over  a  3-year  period. 

3.  Integrate  information  about  substance  use  and  reproductive  health  into  a  prenatal  education  program  by 
training  a  prenatal  educator  to  identify,  educate,  counsel,  and  refer,  as  needed,  pregnant  adolescents  at  risk 
for,  or  involved  in,  substance  use  behaviors.  This  part  of  the  program  will  target  350  low-income  pregnant 
adolescents  age  16  and  younger  over  a  3-year  period. 

We  expect  that  the  teaching,  role  modeling,  referral,  caring,  and  support  of  project  components  on  substance  use, 
interjected  into  the  lives  of  sexually  involved  youth  during  key  times  in  the  formative  adolescent  period,  will 
result  in  reduced  likelihood  that  sexually  involved  pregnant  and/or  parenting  adolescents  will  either  begin 
substance  use  or  escalate  experimentation  into  substance  abuse.  Such  intervention  conducted  early  in  the 
reproductive  careers  of  young  patients  will  be  more  than  cost  effective,  influencing  their  immediate  experiences 
with  pregnancy,  birth  outcome,  and  parenting,  as  well  as  their  future  childbearing. 

EVALUATION:  An  extensive  process  evaluation  will  examine  how  project  components  are  developed  and  how 
staff  are  trained  to  implement  the  components.  Feedback  on  training  and  implementation  will  be  monitored. 
Outcome  evaluation  will  consist  of  a  research  design  to  examine  the  outcomes  (avoidance  or  reduction  of 
substance  use)  of  clinical  program  participants  and  appropriate  control  groups.  The  comparison  groups  consist 
of:  (1)  A  clinic  group  of  young  adolescent  family  planning  patients  who  did  not  receive  the  outreach  education 
program  in  the  schools,  (2)  young  adolescent  family  planning  patients  already  enrolled  in  the  adolescent  clinic 
program  before  the  special  adolescent  family  planning  counseling  program  was  implemented,  and  (3)  young 
prenatal  patients  interviewed  before  the  prenatal  program  was  implemented. 
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Transitional  Living  Program  for  Pregnant  and 

CSAP/MCHB 

Postpartum  Women 

SP-05069 

Casa  Myrna  Vasquez 

09/30/92-07/31/97 

P.O.  Box  18019 

Project  Dlrector(s): 

Boston,  MA  02118 

Klmberly  Cofield 

(617)262-9581 

(617)  262-1573  fax 

PROBLEM:  The  problems  confronting  adolescent  girls  and  women  in  poor,  urban  communities  of  color  are 
many:  Pregnancy,  violence,  and  drug  abuse  have  assumed  epidemic  proportions.  Researchers  identify 
pregnancy  as  a  high-risk  time  for  violent  domestic  attack.  In  addition,  researchers  report  that  pregnant  women 
who  are  abused  are  at  greater  risk  for  substance  abuse.  These  factors  also  affect  the  well-being  of  their  babies. 
A  recent  March  of  Dimes  study  found  that  domestic  violence  is  the  leading  cause  of  birth  defects.  Despite  the 
high  risk  for  being  victimized  by  substance  abuse  and  violence,  there  are  few  services  available  for  young 
women  of  color  and  their  children.  Because  of  adolescents'  needs  for  close  supervision  and  intensive  support, 
existing  battered  women's  shelters  do  not  have  the  capacity  to  serve  adolescents  under  the  age  of  18.  While 
other  programs  do  provide  prenatal  care  to  adolescents,  these  services  do  not  offer  residential  treatment. 
Furthermore,  the  programs  that  do  provide  substance  abuse  services  for  women  and  their  children  have  little 
background  in  the  treatment  of  abused  and  battered  women,  and  most  will  not  admit  adolescents. 

GOALS  AND  OBJECTIVES:  The  overall  goals  of  this  project  are  to: 

1.  Address  the  actual  issues  in  young  women's  lives  that  cause  them  to  self-sedate  (try  to  deaden  their  pain 
through  drugs  and  alcohol); 

2.  Help  participants  lead  nonviolent,  substance-free  lives; 

3.  Empower  young  women  of  color  to  become  contributing  members  of  their  communities;  and 

4.  Provide  a  replicable,  cost-effective  model  of  successful  intervention  with  at-risk  young  women  and  their 
children. 

The  project  objectives  are  to: 

1.  Decrease  substance  abuse  among  women  served; 

2.  Promote  the  birth  of  healthy  infants  among  participating  women; 

3.  Strengthen  the  psychological,  physical,  and  social  functioning  of  all  participating  women  and  their  children 
in  order  to  develop  their  capabilities  to  resist  substances; 

4.  Reduce  the  incidence  of  violence  and  abuse  experienced  by  members  of  participating  families; 

5.  Promote  coordination  of  care  and  access  to  targeted,  identified  services  offered  by  other  medical  and 
community-based  programs  and  organizations;  and 

6.  Strengthen  the  families'  ability  to  achieve  chosen  long-term  goals  along  with  active,  drug-  and  violence- 
resistant  participation  in  community  life. 

METHODOLOGY:  The  Transitional  Living  Program  for  Pregnant  and  Postpartum  Women  is  housed  in  two 
residential  facilities  that  accommodate  30  to  35  program  participants  (women  and  children).  One  facility  opened 
in  1987,  and  the  other  opened  in  the  fall  of  1993.  One  houses  adolescents  (aged  16-21)  and  their  children,  who 
will  reside  in  the  program  for  18  to  24  months.  The  other  facility,  geared  to  adult  women  and  their  children, 
houses  participants  up  to  8  to  12  months.  The  women  are  survivors  of  domestic  violence  from  low-income, 
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inner-city  Latino  and  African-American  communities.  They  are  either  in  recovery  or  at  risk  for  alcohol  and 
other  drug  abuse. 

The  concomitant  issues  of  this  population  are  addressed  through  a  comprehensive,  shelter-based  program  with 
integrated  services  provided  by  Casa  Myrna  Vasquez,  Inc.  (a  muhicultural,  muhisite  shelter  program  for  battered 
women),  and  by  other  organizations.  Coordinated  access  to  local  resources  will  occur  through  referral, 
advocacy,  and  case  management.  Onsite  and  offsite  services  include  the  following:  (1)  Substance  abuse 
prevention  and  recovery  support;  (2)  safety  from  violence  and  abuse;  (3)  perinatal  and  pediatric  health  care  and 
education;  (4)  mental  health  care;  (5)  therapeutic  child  care  and  parenting  support;  (6)  basic  education  and  skill 
building;  (7)  support  services,  including  legal  advocacy  and  housing  search  assistance;  (8)  community 
participation  and  cultural  and  civic  involvement;  and  (9)  followup  support. 

EVALUATION:  The  project  employs  a  combination  of  methods,  both  qualitative  and  quantitative,  to  assess  the 
progress  and  impact  of  the  program  in  the  lives  of  the  participants.  A  process  evaluation  provides  a  systematic 
assessment  of  whether  the  program  has  been  implemented  as  designed  and  whether  the  resulting  services  are 
operating  as  anticipated.  An  impact  evaluation  assesses  whether  the  program  is  effective  in  creating  positive 
change  and  meeting  the  proposed  objectives.  A  central  instrument  will  be  the  "Personal  Goals  and  Treatment 
Plan"  developed  for  each  individual  after  an  indepth  interview  and  evaluation. 

Program  evaluation  will  further  involve  documenting  wellness,  multicultural  transition,  and  stress  regulation. 
Drug  recovery  is  monitored  through  periodic  urine  tests  and  quarterly  evaluations.  Additional  variables  are 
assessed  initially  and  quarterly  with  assessment  tools  that  are  appropriate  for  culture,  gender,  and  age.  These 
assessments  and  the  offsite  services  will  be  monitored  for  each  client  through  weekly  case  reviews,  three  oral 
assessments  of  the  client  per  year,  and  three  treatment  plan  case  conferences  per  year. 


Young  Families  Support  Program 

CSAP/MCHB 

Trustees  of  Health  and  Hospitals  of  the  City  of 

SP-0I860 

Boston 

07/01/90-04/30/95 

Boston  City  Hospital 

Project  Director(s): 

Adolescent"  Center.  ACC-2 

Teresa  M.  Kohlenberg.  M.D. 

818  Harrison  Avenue 

Boston,  MA   02118 

(617)  534-3038 

(617)  534-7475  fax 

PROBLEM:  Adolescent  pregnancy  and  alcohol  and  other  drug  use  are  recognized  as  important  problems  with 
both  medical  and  social  consequences.  Adolescents  who  become  pregnant  also  tend  to  engage  in  multiple  risky 
behaviors,  including  the  use  of  alcohol  and  illicit  drugs.  In  addition,  many  adolescent  mothers  live  with 
chemically  dependent  parents  and/or  sexual  partners  and  are  at  high  risk  for  initiating  substance  use.  Programs 
for  chemically  dependent  women  and  their  infants  rarely  admit  adolescents,  however,  and  programs  for 
adolescents  rarely  accept  pregnant  or  parenting  women  and  their  infants. 

GOALS  AND  OBJECTIVES:  The  two  major  goals  of  this  project  are  to: 

1.  Identify  and  provide  comprehensive  services  to  pregnant  and  parenting  adolescents  with  problems  related  to 
the  use  of  cocaine,  alcohol,  or  marijuana;  and 

2.  Provide  training  and  consultation  to  participating  community  agencies  and  workers  who  serve  such 
adolescents. 
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The  objectives  are  to: 

1.  Decrease  or  prevent  the  use  of  cocaine,  alcohol,  or  marijuana; 

2.  Improve  maternal  mental  health  and  social  support,  and  decrease  social  stress; 

3.  Improve  entry  into,  and  utilization  of,  prenatal  care; 

4.  Improve  access  to  needed  services  and  entitlements; 

5.  Decrease  the  rate  of  perinatal  complications; 

6.  Decrease  the  risk  of  comorbidities  of  alcohol  and  other  drug  abuse,  such  as  venereal  disease,  HIV  exposure, 
and  violence; 

7.  Assure  compliance  with  routine  health  maintenance  for  both  mother  and  child; 

8.  Facilitate  optimal  physical,  emotional,  and  cognitive  development  of  children  exposed  to  parents  who  use 
alcohol  and  other  drugs; 

9.  Identify  and  treat  (or  refer)  partners  and  family  members  in  need  of  treatment; 

10.  Assist  community  agencies  in  developing  the  expertise  to  identify  and  refer  pregnant  and  parenting 
adolescents  who  have  problems  with  alcohol  and  other  drug  use;  and 

1 1 .  Provide  ongoing  consultation  to  neighborhood  health  centers. 

METHODOLOGY:  The  program  funds  both  direct  and  indirect  service  components.  The  direct  service 
component  includes  a  team  of  three  full-time  substance  abuse  counselors  and  a  half-time  family  advocate,  based 
in  the  Teen-Tot  Clinic,  a  program  for  adolescent  mothers  and  their  infants  at  Boston  City  Hospital.  These 
workers  provide  advocacy,  case  management,  and  individual  counseling,  either  at  the  clinic  or  in  the  home,  to  as 
many  as  60  families  at  a  time.  The  team  works  closely  with  the  medical  providers  in  a  model  designed  to 
minimize  the  number  of  individuals  and  systems  with  which  a  young  mother  must  interact.  As  the  program 
progresses,  groups  will  be  developed  for  those  in  recovery  or  those  dealing  with  family  members  who  are 
chemically  dependent.  Inpatient  and  day  treatment  programs  have  been  identified  for  young  mothers  who  need 
these  more  structured  services;  the  Young  Families  Support  Program  will  serve  as  aftercare  for  these  patients. 

The  indirect  service  component  is  carried  out  by  a  full-time  health  outreach  coordinator,  who  performs  needs 
assessments  and  coordinates  the  training  of  workers  in  the  housing  projects,  neighborhood  health  centers,  and 
other  youth  agencies. 

EVALUATION:  Evaluation  will  include  descriptive  records  of  the  content,  frequency,  and  perceived  quality  of 
individual  contacts,  as  well  as  summary  data  on: 

1.  Access  to  and  compliance  with  prenatal  care; 

2.  Perinatal  status  and  pregnancy/delivery  complications; 

3.  Use  of  alcohol  and  other  drugs  during  pregnancy  and  parenting; 

4.  Access  to  entitlements; 

5.  Compliance  with  child  and  adolescent  health  maintenance; 

6.  Maternal  mental  health,  stress,  and  social  support; 

7.  Rates  of  reported  child  abuse/neglect; 

8.  Rates  of  comorbidities  of  alcohol  and  other  drug  use;  and 

9.  Development  of  the  child  and  of  parent-child  interaction. 

EXPERIENCE  TO  DATE:  Staff  hiring  was  completed  in  November  1990,  and  a  full-time  training  curriculum 
was  developed  and  implemented  in  January  1991.  Direct  services  began  in  February  1991;  the  program 
currently  serves  more  than  50  families.  We  are  finding  the  greatest  acceptance  of  services  among  those  with 
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parents  who  are  chemically  dependent;  a  significant  proportion  of  these  young  mothers  later  reveal  their  own 
use.  The  major  needs  that  must  be  addressed  include  housing  assistance,  reduction  of  family  violence,  HIV 
education  and  testing,  and  treatment  for  serious  depression.  Although  the  program  anticipated  that  clients  would 
participate  for  an  average  of  2  years,  those  clients  who  have  taken  full  advantage  of  program  services  appear  to 
require  longer  periods  in  the  program  to  address  major  issues. 

We  have  used  focus  groups  and  questionnaires  to  define  training  needs,  and  have  developed  a  curriculum  on 
adolescent  pregnancy  and  parenting,  alcohol  and  other  drug  use,  and  associated  risk  behaviors.  This  curriculum 
is  being  used  to  train  workers  in  community  agencies.  We  have  also  developed  an  intake  instrument  that 
includes  a  wide  variety  of  measures  for  alcohol  and  other  drug  use,  family  history,  mental  health,  childhood 
sexual  and  physical  abuse,  social  support,  and  life  events. 


Pregnant  Adolescent  Substance  Abuse 

CSAP/MCHB 

Treatment  Program 

SP-03652 

Detroit  Health  Depsirtnient 

09/10/91-08/31/97 

1151  Taylor  Avenue 

Project  Director(s): 

Detroit,  MI    48202 

Judith  Harper  West.  M.P.H. 

(313)  876-4228 

Victoria  Binlon.  Ph.D. 

(313)  876-4112  fax 

Contact  Person: 

Junerose  Moore 

PROBLEM:  The  increased  use  of  alcohol  and  other  drugs  among  women  has  been  well  documented.  While 
many  of  these  women  arc  of  childbcaring  age,  an  increasing  number  are  also  adolescents.  Unfortunately,  the 
number  of  providers  and  facilities  serving  this  growing  population  falls  far  short  of  both  the  current  and 
projected  needs. 

Cocaine  use  by  pregnant  women  is  increasing.  The  true  extent  to  which  it  is  being  used  during  pregnancy, 
however,  is  difficult  to  estimate.  An  unpublished  survey  of  600  women  in  the  Detroit  area  who  abuse  alcohol 
and  other  drugs  indicated  that  hospitals  and  clinics  do  not  have  formalized  screening  tools  for  detecting  alcohol 
and  drug  abuse,  and  thai  the  problem  may  be  undcrreported  by  as  much  as  29.8  percent.  Although  the 
prevalence  of  alcohol  and  other  drug  abuse  in  the  Detroit  prenatal  adolescent  population  is  currently  unknown, 
this,  too,  is  thought  to  be  underestimated.  A  study  of  newborns  in  Detroit's  Hutzel  Hospital  estimates  that  42 
percent  of  pregnant  adolescents  use  alcohol  or  other  drugs. 

The  combined  indicators  of  escalating  alcohol  and  other  drug  abuse  among  pregnant  women  in  Detroit  (30.6 
births  to  drug-using  mothers  per  1,000  live  births  in  1988)  and  high  infant  mortality  (20.9  deaths  per  1,000  live 
births  in  1988)  suggest  the  need  for  specialized  services  for  these  populations.  Of  Detroit's  four  programs  for 
pregnant  women  who  abuse  alcohol  and  other  drugs,  not  one  accepts  adolescents. 

GOALS  AND  OBJECTIVES:  The  purpose  of  the  Pregnant  Adolescent  Substance  Abuse  Treatment  (PAST) 
Program  is  to  develop  service  and  support  linkages  each  year  between  the  Detroit  Health  Department  and  the 
Detroit  Riverview  Hospital  for  50  substance-abusing  pregnant  adolescents  (ages  12-17  years)  through  the  third 
year  postpartum,  and  to  provide  alcohol  and  other  drug  abuse  prevention  materials  to  2,000  Detroit  Public 
School  students  via  the  Detroit  Health  Department's  Adolescent  Health  Program. 

The  project  goals  are  to: 

1.     Promote  the  involvement  and  coordinated  participation  of  multiple  organizations  in  the  delivery  of 

comprehensive  services  for  pregnant  and  postpartum  adolescents  who  abuse  alcohol  and  other  drugs,  and  for 
their  infants; 
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2.  Increase  the  availability  and  accessibility  of  prevention,  early  intervention,  and  treatment  services  for  these 
populations; 

3.  Improve  the  birth  outcomes  of  adolescents  who  used  alcohol  and  other  drugs  during  pregnancy  and  decrease 
the  incidence  of  infants  affected  by  maternal  substance  abuse;  and 

4.  Reduce  the  severity  of  impairment  among  children  bom  to  adolescents  who  use  alcohol  and  other  drugs. 
The  project  objectives  are  to: 

1 .  Maintain  program  participants  in  a  public  school  program  aimed  at  obtaining  a  high  school  diploma; 

2.  Reduce  the  number  of  clients  who  experience  a  subsequent  pregnancy  during  the  first  2  years  postpartum; 

3.  Provide  followup  services  and  develop  support  systems  for  all  program  participants  and  their  infants  during 
the  postpartum  period  and  through  the  infant's  third  birthday; 

4.  Increase  the  level  of  knowledge  about  alcohol  and  other  drug  abuse  and  its  effects  among  2,000  Detroit 
Public  School  students  during  each  program  year; 

5.  Provide  consultation  and  referral  to  all  program  participants  regarding  subsequent  pregnancies  and  life 
options  (e.g.,  education  and  career  planning)  during  the  first  year  postpartum; 

6.  Reduce  or  eliminate  alcohol  and  other  drug  use  among  50  pregnant  adolescents  each  program  year; 

7.  Increase  the  knowledge  level  of  program  participants  in  the  areas  of  prenatal  care,  infant  care,  child  growth 
and  development,  nutrition,  and  parenting  skills;  and 

8.  Refer  and  enroll  all  infants  in  preventive  programs  for  children  such  as  Early  and  Periodic  Screening, 
Diagnostic  and  Treatment  (EPSDT),  Children  Special  Health  Care  Services  (Crippled  Children),  Special 
Supplemental  Nutrition  Program  for  Women,  Infants  and  Children  (WIC),  and  Head  Start  during  the  first  3 
years  of  the  infant's  life. 

METHODOLOGY;  The  PAST  Program,  via  a  data  base,  will  coordinate  services  between  Detroit  Riverview 
Hospital  and  the  Detroit  Health  Department.  The  hospital  will  provide  clients  with  prenatal  care,  chemical 
dependency  treatment,  and  delivery  services.  The  health  department,  through  the  staff  of  the  PAST  Program  and 
other  programs,  will  provide  an  array  of  prenatal/postpartum  support  services  through  a  comprehensive  case 
management  system. 

Clients  will  be  recruited  through  the  Detroit  Riverview  Hospital  prenatal  clinic,  other  local  hospitals  and  clinics, 
and  various  health  department  programs.  A  prenatal  assessment  will  be  performed  on  each  client,  followed  by 
biweekly  contacts.  Services  will  be  provided  either  onsite  at  Detroit  Riverview  Hospital,  at  the  client's  home,  or 
at  the  Young  Detroit  Health  Center.  School  attendance  will  be  a  requirement  for  participation  in  the  program. 
Transportation,  use  of  adolescent  paraprofessionals,  access  to  continuing  education  programs,  housing 
assistance,  and  other  incentives  will  be  used  to  increase  client  retention. 

The  second  major  component  will  be  the  presentation  of  alcohol  and  other  drug  abuse  prevention  information  by 
adolescent  paraprofessionals  from  various  health  department  adolescent  health  programs  to  both  male  and 
female  students,  ages  12-17  years,  within  the  Detroit  Public  Schools. 

EVALUATION:  The  evaluation  model  will  assess  the  effectiveness  of  three  areas:  The  health  system,  case 
management,  and  public  health  outcomes.  One  barrier  to  a  long-term  evaluation  process  is  the  high  mobility  of 
the  target  population  of  pregnant  adolescents  who  abuse  alcohol  and  other  drugs.  In  addition,  minorities,  who 
comprise  the  majority  of  the  clients,  have  shown  a  history  of  leaving  treatment  early.  To  minimize  the  negative 
impact  of  both  barriers,  case  management  and  a  pretest/posttest  assessment  model  will  be  used.  Other 
instruments  used  in  the  assessment  include:  The  Personal  Experience  Inventory  (PEI)  to  determine  the  extent  of 
the  incoming  client's  psychological  and  behavioral  involvement  with  alcohol  and  other  drugs,  an  Initial  Needs 
Assessment  Inventory  (INAI),  an  Adolescent  Drug  Awareness  Questionnaire,  the  Brazelton  Neonatal  Behavioral 
Assessment  Scale,  and  the  Bayley  Scales  of  Infant  Development. 
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Substance  Abuse  Prevention  Program  for 

CSAP/MCHB 

Pregnant  and  Postpartum  Adolescents 

SP-02887 

St.  Luke's-Roosevek  Hospital  Center 

09/30/90-05/31/95 

School  of  Social  Work 

Project  Director(s): 

1111  Amsterdam  Avenue 

Alwyn  T.  Cohall.  M.D. 

New  York,  NY    10025 

Evelyn  Ullah.  M.S.W..  B.S.N, 

(212)  523-2120 

Contact  Person: 

(212)  523-3932  fax 

Evelyn  Ullah.  M.S.W..  B.S.N. 

PROBLEM:  This  project  addresses  the  lack  of  prenatal  care  received  by  high-risk  adolescents,  or  their  late  entry 
into  prenatal  care,  and  the  resulting  poor  birth  outcomes.  Such  outcomes  have  been  found  to  be  higher  among 
adolescents  in  Harlem  than  among  women  of  all  age  groups  in  all  other  New  York  City  health  district  areas. 

In  addition,  pregnant  adolescents  who  use,  or  are  at  risk  for  using,  alcohol  and  other  drugs  do  not  tend  to  access 
prevention,  early  intervention,  and  treatment  services.  Findings  indicate  that  poor  utilization  of  these  services  is 
associated  with  increased  drug  use,  lowered  resistance  to  drug  use,  poor  parenting  skills,  and  resulting  poor 
pediatric  care  after  birth. 

GOALS  AND  OBJECTIVES:  This  project's  four  primary  goals  are  to: 

1.  Increase  the  availability  and  accessibility  of  prevention,  early  intervention,  and  treatment  services  for 
pregnant  and  postpartum  adolescents; 

2.  Decrease  the  incidence  and  prevalence  of  drug  and  alcohol  use  among  pregnant  and  postpartum  adolescents; 

3.  Improve  the  birth  outcomes  of  pregnant  adolescents  who  use  drugs  and  alcohol,  and  decrease  the  incidence 
of  infants  affected  by  maternal  substance  use;  and 

4.  Reduce  the  severity  of  impairment  among  children  bom  to  adolescents  who  use,  or  are  at  risk  for  using, 
drugs  and  alcohol. 

The  project  objectives  are  to: 

1 .  Increase  the  number  of  pregnant  adolescents  receiving  integrated  prenatal,  case  management,  and  substance 
abuse  services,  and  promote  involvement  by  the  male  partner  and  other  family  members; 

2.  Promote  abstinence  among  recovering  pregnant  adolescents,  reduce  factors  that  tend  to  precede  relapse  into 
alcohol  and  other  drug  use,  and  enhance  decision-making  skills  in  reducing  risk  behaviors  among  pregnant 
adolescents  and  significant  others; 

3.  Decrease  the  number  of  pregnant  adolescents  who  use  alcohol  and  other  drugs;  and 

4.  Increase  the  incidence  of  immunizations  among  infants  bom  to  pregnant  adolescents  in  the  program. 

METHODOLOGY:  The  program  will  operate  from  outpatient  clinics  at  St.  Luke's  during  the  afternoon  and 
early  evening  hours,  thereby  allowing  students  and  working  mothers  to  use  the  services  in  a  convenient, 
comprehensive  environment.  Through  this  project,  St.  Luke's/Roosevelt  Hospital  Center  will  augment  existing 
prenatal  and  antepartum  care  for  high-risk  black  and  Latina  adolescents  by  adding  substance  abuse  prevention 
services.  Case-managed  services  will  be  provided  in  a  family-oriented,  multidisciplinary  "one-stop  shopping" 
program  that  coordinates  substance  abuse  services,  psychosocial  support  groups,  obstetric  and  pediatric  care, 
vocational  and  educational  services,  and  parenting  education  for  pregnant  adolescents.  The  project  promotes 
involvement  of  the  family  and  male  partners  by  providing  appropriate  services  (described  above)  and 
encouraging  family  members  and  male  partners  to  accompany  the  pregnant  and  postpartum  adolescents  to  clinic 
sessions. 
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Comprehensive,  continuous,  and  personalized  services  will  be  available  through  all  stages  of  pregnancy.  In 
addition  to  the  array  of  medical  resources  and  support  programs  offered  at  the  hospital  center,  the  program  will 
provide  consultation  as  well  as  referral  to  community-based  treatment  and  service  alternatives. 

A  resource  person  will  be  located  onsite  to  expedite  public  entidements.  Where  possible,  the  patients  will  be 
registered  under  the  hospital's  Prenatal  Care  Assistance  Program,  which  receives  enhanced  medicaid 
reimbursement  rates.  The  program  anticipates  becoming  self-sufficient  by  the  end  of  the  project  period. 

EVALUATION:  In  addition  to  collecting  client  background  measures,  the  project  is  conducting  an  extensive 
process  evaluation,  including  collection  of  data  documenting  all  services  provided  and  received,  timeliness  of 
services  provided  and  received,  and  participant  compliance.  Direct  and  unobtrusive  observations  of  intervention 
sessions  are  also  conducted  periodically.  Outcome  measures  will  be  assessed  using  pretest  and  posttest  measures 
of  use  of  alcohol  and  other  drugs,  knowledge  and  attitudes  about  substance  use;  decision-making  skills;  self- 
esteem;  parenting  skills;  use  of  contraceptives;  and  knowledge  and  attitudes  about  contraceptive  use.  The 
program  will  also  compare  substance  use,  birth  outcome  (weight,  postpartum  stays,  and  drug  status),  and 
immunization  status  statistics  with  health  district  statistics,  as  well  as  with  statistics  for  a  comparable  group  of 
hospital  clients  who  do  not  receive  the  intervention.  In  addition,  accessibility  and  availability  of  services, 
participation  of  the  babies'  fathers,  substance  use,  knowledge  and  attitudes  about  substances,  decision-making 
skills,  self-esteem,  birth  outcomes,  and  immunization  status  will  be  compared  with  criterion  measures 
ascertained  from  preexisting  hospital  archival  data  and  the  existing  body  of  literature.  In  addition  to  using  a  tool 
to  collect  extensive  client  background  information,  the  following  measures  will  be  used:  The  Knowledge, 
Attitudes  and  Beliefs  on  Substance  Use,  by  the  National  Institute  on  Drug  Abuse  (NIDA);  the  Father 
Involvement  Scale  (FIS),  created  specifically  for  this  project;  the  Adolescent  Family  Inventory  of  Life  Events 
and  Changes  (AFILE);  the  Adult  Adolescent  Parenting  Inventory  (AAPI);  the  Personal  Experience  Inventory 
(PEI);  the  Health  Belief  Model  Scale;  and  the  Cooper  Smith  Self-Esteem  inventory. 

EXPERIENCE  TO  DATE:  Data  collection  has  now  entered  the  1-year  postpartum  followup  phase.  Pretest  and 
posttest  measures  have  been  collected  on  more  than  50  clients.  Preliminary  data  analyses  indicate  a  positive 
impact  of  the  program  on  birth  outcomes,  availability  and  accessibility  of  services,  use  of  contraceptives,  and 
knowledge  and  attitudes  about  contraceptives.  At  the  Center  for  Substance  Abuse  Prevention's  Third  Annual 
Evaluation  Skills-Building  Workshop  (March  21-23,  1993),  project  evaluator  Debra  Murphy  and  project 
manager  Evelyn  Ullah  presented  a  paper  entided  "Using  Focus  Groups  to  Promote  the  Involvement  of  the 
Forgotten  Male  Partners"  (coauthored  by  the  principal  investigator,  Alwyn  Cohall).  Two  additional  articles  are 
being  prepared  for  publication. 
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Parenting  Teens  SP-02758 

Tri-County  Youth  Services  Consortium  03/01/91-02/28/96 

2045  Northeast  Martin  Luther  King  Boulevard  Project  Director(s): 

Portland,  OR  97212  Robert  Donough 

(503)281-6151  Contact  Person: 

(503)  281-6753  fax  Patricia  Freeman 


PROBLEM:  There  has  been  an  alarming  recent  increase  in  the  number  of  infants  bom  to  Oregon  mothers  who 
have  used  alcohol  and  drugs  during  their  pregnancies.  A  study  done  by  Bess  Kaiser  Hospital  in  Portland 
provided  an  estimate  regarding  the  prevalence  of  maternal  drug  use  during  pregnancy  in  a  typical  cross-section 
of  Oregon  mothers  who  deliver  live  infants.  Drugs  considered  in  this  study  included  cannabinoids. 
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amphetamines,  opiates,  benzodiazepines,  barbiturates,  cocaine,  and  PCP.  The  resuhs  indicated  a  prevalence  rate 
of  1 1 .2  percent  for  use  of  any  illegal  drugs  and  a  rate  of  3.6  percent  for  narcotic  drug  use  by  women  in  the  study 
sample.  This  rate  is  considered  conservative,  however,  as  participation  in  the  study  was  voluntary.  There  were 
41,330  births  in  Oregon  in  1988.  The  prevalence  rates  found  in  the  Bess  Kaiser  study  suggest  that  more  than 
4,200  drug-affected  Oregon  infants  will  be  born  in  1989.  Almost  1,500  of  them  will  have  been  exposed  to  hard 
drugs. 

Despite  an  increase  over  the  past  4  years  in  alcohol  and  drug  prevention,  intervention,  and  treatment  services  for 
youth  in  Multnomah  County  (the  largely  urban  county  that  surrounds  and  includes  the  city  of  Portland),  there  are 
no  services  that  specifically  target  the  needs  of  pregnant  and  parenting  adolescents.  School-based  alcohol  and 
drug  programs  do  not  reach  adolescent  mothers  because  they  typically  drop  out  of  school  prior  to  becoming 
pregnant  and  have  difficulty  returning  to  school,  due  in  part  to  a  lack  of  child  care.  Several  community-based 
adolescent  parent  outreach,  case  management,  and  support  programs  do  make  referrals  for  adolescent  parents 
who  desire  alcohol  and  drug  treatment  services.  Adolescent  parent  programs  staff,  however,  are  not  tramed  in 
alcohol  and  drug  assessment,  and  there  is  no  system  in  place  to  assure  that  referred  youth  actually  participate  in 
service. 


GOALS  AND  OBJECTIVES:  The  project  goals  are  to: 

1 .  Increase  the  availability  and  accessibility  of  prevention,  early  intervention,  and  treatment  services  for 
pregnant  and  postpartum  women; 

2.  Decrease  the  incidence  and  prevalence  of  alcohol  and  drug  use  among  pregnant  and  postpartum  women; 

3.  Reduce  the  severity  of  impaimicni  of  children  who  were  affected  by  their  mothers'  drug  or  alcohol  use;  and 

4.  Promote  the  involvement  and  coordinated  participation  of  multiple  organizations  in  the  delivery  of 
comprehensive  services  for  substance-using  pregnant  and  postpartum  women. 

The  project  has  10  outcome  objectives: 

1 .  During  the  first  year  of  the  project,  all  adolescent  parent  programs  will  adopt  new  policies  and  procedures 
that  address  the  alcohol-  and  drug-related  problems  of  their  clients; 

2.  Ninety-five  percent  of  the  adolescent  parent  program  staff  will  improve  knowledge  of  alcohol  and  drug 

issues; 

3.  Ninety  percent  of  program  staff  will  feel  more  comfortable  with  their  ability  to  work  successfully  and 
comfortably  with  clients  affected  by  alcohol-  and  drug-related  problems; 

4.  Eighty-five  percent  of  the  clients  who  participate  in  the  educational  presentations  will  improve  their 
knowledge  of  alcohol  and  drugs; 

5.  Educational  curriculums  and  materials  will  be  made  available  to  all  adolescent  parent  program  staff; 

6.  Eighty-five  percent  of  clients  who  participate  in  the  awareness  group  will  show  an  improvement  in  their 
knowledge  and  attitudes  toward  alcohol  and  drugs; 

7.  Fifty  percent  of  the  clients  who  are  assessed  and  referred  to  alcohol  and  drug  treatment  services  during  the 
next  5  years  will  participate  in  those  services; 

8.  Sixty  percent  of  the  treatment  goals  set  by  participants  in  the  weekly  experimental  treatment  group  will  be 
met; 

9.  There  will  be  a  20-percent  increase  in  the  number  of  infants  referred  for  medical  evaluations  because  of 
suspected  alcohol  and  drug  use  by  the  mother;  and 

10.  Specific  strategies  will  be  developed  to  resolve  coordination  issues  that  arise  during  the  course  of  the 
project. 

METHODOLOGY:  The  Teen  Parent  Connections  Project  provides  an  array  of  alcohol  and  drug  prevention, 
intervention,  and  treatment  services  for  pregnant  and  parenting  youth  ages  15-18  in  Multnomah  County.  Oregon. 
The  project  is  a  cooperative  effort  involving  seven  direct  service  programs  and  is  coordinated  and  administered 
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by  the  Tri-County  Youth  Services  Consortium,  a  private  nonprofit  network  of  agencies  in  the  Portland 
metropoHtan  area  that  serve  youth. 

The  project  methodology  provides  for  the  creation  of  formal  interagency  linkages  between  Mainstream  Youth 
Program,  which  provides  adolescent  alcohol  and  drug  services,  and  community-  and  school-based  programs 
whose  primary  target  population  is  pregnant  and  parenting  adolescents. 

Direct  services  to  clients  will  be  provided  by  adolescent  alcohol  and  drug  specialists  placed  at  participating 
adolescent  parent  program  sites.  These  specialists  also  provide  training  and  consultation  on  alcohol  and  drug 
issues  for  adolescent  parent  program  staff. 

Specific  services  provided  by  the  project  include  alcohol  and  drug  assessment  and  referral,  educational 
presentations  to  existing  adolescent  parent  support  groups  and  skills-building  classes,  awareness  groups  for  those 
clients  most  at  risk  for  alcohol  and  drug  abuse,  identification  of  infants  affected  by  their  mothers'  prenatal  use  of 
alcohol  and  drugs,  and  an  experimental  treatment  group  for  adolescent  parents  with  substance  abuse  problems. 

The  project  design  builds  on  the  demonstrated  strengths  of  the  participating  agencies  to  create  a  continuum  of 
services  that  is  more  likely  to  be  effective  in  addressing  alcohol-  and  other  drug-related  problems  of  pregnant 
and  parenting  adolescents. 

EVALUATION:  The  client  tracking  system  (CTS)  is  used  to  gather  demographic,  referral,  social  history, 
service  delivery,  and  termination  information  on  clients  served  in  several  project  components.  The  CTS  is  a 
client-centered  data  collection  system.  Forms  are  completed  on  each  client  separately.  The  system  uses  two 
forms,  an  intake  form  and  a  service  delivery,  referral,  and  termination  form.  The  intake  form  is  completed  when 
a  client  first  receives  a  "codable"  service.  Service  delivery  forms  are  compiled  for  each  quarter  during  which  a 
client  receives  services  from  a  program. 

Information  will  also  be  compiled  from  group  and  presentation  logs  and  pretests/posttests  to  learn  which 
combination  of  curriculum,  materials,  and  approach  yields  the  best  results.  Similarly,  pretest/posttest  data, 
workshop  evaluation  forms,  and  interviews  with  staff  will  be  used  to  determine  the  most  effective  approach  for 
training  adolescent  parent  program  staff  in  alcohol  and  drug  issues. 

Although  not  directly  related  to  the  process  and  outcome  evaluation  of  the  project,  the  consortium  and 
participating  agencies  are  gathering  information  on  the  effects  of  alcohol  and  drug  use  on  the  lives  of  the 
pregnant  and  parenting  adolescents  served  by  youth  parent  programs  in  Multnomah  County. 

EXPERIENCE  TO  DATE:  During  the  first  30  months  of  the  project,  the  following  activities  were  completed: 
(1)  A  project  coordinator  and  four  alcohol  and  drug  specialists  were  hired;  (2)  17  interagency  coordination  team 
meetings  were  held,  with  representatives  from  all  eight  participating  agencies  in  attendance;  (3)  383  educational 
presentations  were  completed;  (4)  three  weekly  awareness  groups  started  meeting  at  two  separate  participating 
adolescent  parent  agencies;  (5)  38  adolescent  parent  program  staff  trainings  were  conducted;  (6)  205  intakes  and 
referrals  were  completed;  and  (7)  curriculums  and  materials  were  developed  for  the  educational  presentations, 
awareness  groups,  and  experimental  treatment  group. 
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Perinatal  Care  and  Substance  Abuse  Prevention  CSAP/MCHB 

Project  SP-02653 

Oglala  Sioux  Tribe  09/01/90-01/31/96 

P.O.  Box  468  Project  Director(s); 

Pine  Ridge.  SD  57770  Frankee  Clifford 
(605)  867-5376 
(605)  867-1004  fax 


PROBLEM:  Of  the  youth  in  our  country,  Native  Americans  are  the  most  at  risk.  The  Pine  Ridge  Indian 
Reservation  has  an  infant  mortality  rate  of  33  infant  deaths  per  1.000  live  births;  a  sudden  infant  death  syndrome 
(SIDS)  rate  that  is  three  limes  the  national  average;  and  an  alarmingly  high,  but  undocumented,  number  of 
children  suffering  from  fetal  alcohol  syndrome  and  fetal  alcohol  effect.  A  majority  of  these  problems  are 
preventable,  and  in  some  way  are  directly  related  to  the  transition  from  the  traditional  Lakota  or  Sioux  lifestyle 
and  culture  to  the  current  lifestyle.  A  reiteration  of  the  religious  aspects  of  the  culture  needs  to  be  incorporated 
into  the  present  lifestyle  in  a  holistic  manner  to  address  these  problems. 

GOALS  AND  OBJECTIVES:  This  project  has  three  major  goals: 

1.  Decrease  the  incidence  and  prevalence  of  drug  and  alcohol  use  among  pregnant  and  postpartum  adolescents; 

2.  Increase  the  availability  and  accessibility  of  appropriate  prevention/early  intervention  services  for  pregnant 
and  postpartum  adolescents;  and 

3.  Promote  the  involvement  and  coordinated  participation  of  multiple  organizations  in  the  delivery  of  services 
for  pregnant  and  postpartum  adolescents  who  use  drugs  and  alcohol,  and  for  their  infants. 

The  project  objectives  are  to: 

1 .  Recruit  seven  persons  to  deliver  education  and  early  intervention  services; 

2.  Identify  pregnant  and  postpartum  adolescents  and  their  children  and  engage  them  in  a  holistic  prevention 
and  early  intervention  program  focusing  on  building  protective  and  resiliency  factors; 

3.  Develop  a  culturally  based,  comprehensive,  holistic  prevention/intervention  program  for  100  percent  of  the 
identified  population; 

4.  Network  with  six  community  and  reservation  agencies  and  programs  to  provide  prevention  and  early 
intervention  services; 

5.  Encourage  20  percent  of  clients  to  maintain  active  program  participation  including  appropriate  prenatal  care 
and  involvement  in  classes  at  the  center; 

6.  Establish  a  network  of  approximately  four  adolescent  mothers  to  serve  as  mentors  for  program  participants 
and  provide  culturally  relevant  support;  and 

7.  Establish  a  service  provider  network  of  six  agencies  to  better  coordinate  efforts  and  pool  resources  and 
talents,  thereby  improving  the  availability  and  delivery  of  appropriate  services  to  pregnant  and  postpartum 
adolescents  and  their  families. 


METHODOLOGY:  A  child  care  activity  center  will  be  established  at  a  local  high  school  to  help  adolescent 
parents  by  providing  child  care  while  they  are  attending  high  school.  Adolescent  parents  will  be  required  to 
attend  class  at  the  activity  center  for  1  hour  per  day.  Classes  will  cover  the  follow  ing  topic  areas:  Parenting 
skills,  drug  and  alcohol  abuse,  fetal  alcohol  syndrome  and  fetal  alcohol  effect,  sudden  infant  death  syndrome, 
and  traditional  childrearing. 
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Adolescent  mothers  who  have  been  recruited  to  serve  as  mentors  will  help  other  adolescent  mothers  during  the 
birthing  process  and  adjustment  to  motherhood. 

Elders  will  assist  adolescent  mothers  at  the  center  with  traditional  parenting  education.  Family  advocates 
provide  counseling  for  families  of  adolescent  mothers  and  refer  adolescent  mothers  to  other  agencies  when 
appropriate.  A  network  of  agencies  located  on  the  reservation  will  help  to  provide  services  to  the  adolescents, 
their  children,  and  their  families. 


EVALUATION:  The  project  evaluation  is  structured  to  achieve  the  following  goals,  purposes,  and  outcomes: 
(1)  Measure  change(s)  in  the  target  population(s)  as  a  result  of  the  project,  (2)  provide  bases  for  evaluations  of 
the  effectiveness  of  the  project  components,  (3)  provide  bases  for  adjustments  (improvements)  in  the  content  and 
delivery  of  the  project  components,  (4)  substantiate  delivery  of  project  services  as  outlined  in  the  approved  grant 
proposal,  and  (5)  provide  for  the  dissemination  of  project  procedures  and  outcomes  to  other  agencies  and  entities 
for  replication  and  implementation. 


Education /Intervention  Services  for  Minority  CSAP/MCHB 

Adolescents  SP-04674 

Healy-Murphy  Center,  Inc.  05/01/92-04/30/97 

618  Live  Oak  Street  Project  Director(s): 
San  Antonio,  TX  78202                                                             Sister  Mary  Boniface  O'Neill 
(210)223-2944 
(210)224-1033  fax 


PROBLEM:  The  Healy-Murphy  Center,  Inc.,  is  a  private,  not-for-profit  alternative  school  for  adolescents  in 
crisis,  owned  and  operated  by  the  Sisters  of  the  Holy  Spirit  in  San  Antonio,  Texas.  The  center's  student  body 
includes  240  pregnant  and/or  parenting  adolescents  and  50  adolescent  boys  referred  from  other  alternative 
schools  or  from  the  Bexar  County  Juvenile  Probation  Department.  Most  of  these  adolescents,  ages  14-18  years, 
are  Mexican  American  or  African  American.  The  center  also  operates  a  federally  subsidized  child  care  center 
for  108  infants  and  children.  These  urban  adolescent  parents  and  students  come  to  the  center  with  histories  of 
chronic  school  failure,  family  and  peer  substance  abuse,  and  mental  health  problems.  Two-thirds  of  the  students 
do  not  live  with  their  parent(s). 

Surveys  indicate  that  these  students  use  substances,  including  illicit  ones,  at  a  much  higher  rate  than  students  in 
the  public  school  system  or  in  the  State  as  a  whole.  More  than  25  percent  report  using  substances  during  their 
current  or  most  recent  pregnancy.  Research  and  the  experience  of  the  Healy-Murphy  Center  staff  predict  that 
these  adolescents  are  at  high  risk  for  continued  substance  abuse,  dropping  out  of  school,  and  high  lifetime 
unemployment.  In  addition,  the  children  of  these  adolescents  are  at  risk  for  experiencing  developmental  delays 
attributable  to  their  parents'  age  and/or  substance  use. 

GOALS  AND  OBJECTIVES:  This  project's  two  primary  goals  are  to: 

1.  Decrease  the  incidence  and  prevalence  of  drug  and  alcohol  use  among  pregnant  and  postpartum  adolescents; 
and 

2.  Reduce  the  severity  of  impairment  among  children  born  to  substance-using  adolescents. 
Objectives  for  year  1  are: 
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1.  Students  for  whom  there  are  complete  pretest  and  posttest  measures,  and  who  are  using  or  at  high  risk  for 
using  alcohol  and  other  drugs,  will  significantly  reduce  their  drug  use.  All  290  students  will  receive  drug 
education/prevention. 

2.  Students  referred  for  intensive  case  management  will  be  enrolled  and  attending  school. 

3.  Students  will  complete  job  readiness  training,  find  employment,  and  retain  employment  for  a  minimum  of  3 
months. 

4.  Ill  students  and  their  children  will  be  assessed  for  health  care  deficits  and  will  receive  appropriate  treatment 
and  followup. 

5.  Pregnant  and/or  parenting  students  who  participate  in  the  child  development  curriculum  will  demonstrate 
targeted  parenting  skills. 

METHODOLOGY:  The  project  is  a  collaborative  effort  involving  the  Healy-Murphy  Center.  Inc.,  and  the 
Community  Pediatrics  Program  of  the  Department  of  Pediatrics,  University  of  Texas  Health  Science  Center  at 
San  Antonio.  The  program  staff  will  enhance  existing  educational  services  by  providing  outreach  and  case 
management,  substance  abuse  education  and  prevention,  enhanced  parenting  skills,  job  readiness  and  placement, 
onsite  medical  care  for  ill  infants,  and  developmental  assessment  and  intervention  for  the  infants  and  their 
mothers. 

At  registration,  students  and  their  parents  sign  consent  forms  permitting  the  Healy-Murphy  staff  to  assess  the 
cognitive,  psychological,  and  substance  use  status  of  each  student  and  to  test  the  infants  in  the  child  care  center 
for  developmental  delays.  Adolescents  experiencing  personal  or  academic  problems  are  referred  by  teachers  or 
other  students  or  are  self-referred  to  two  full-time,  bilingual  case  managers.  The  case  managers  further  assess 
the  problem,  conduct  a  home  visit,  and  develop  a  care  plan.  Implementation  of  the  care  plan  is  coordinated  with 
community  mental  health  and  substance  abuse  treatment  providers,  the  San  Antonio  Housing  Authority,  or  other 
community  support  services  as  required.  Students  are  offered  job  readiness  training  using  a  curriculum 
developed  by  the  San  Antonio  YMCA  as  an  elective.  The  vocational  case  manager  has  enlisted  more  than  50 
companies  and  local  businesses  to  accept  students  in  part-lime  employment  opportunities.  Project  staff  are 
working  with  the  parenting  teacher  to  integrate  the  Nurturing  Program  for  Teenage  Parents  and  their  Families  (S. 
Bavolek  and  J.  Delinger-Bavolek,  19S8)  into  the  curriculum.  Moreover,  the  program  staff  are  assisting  every 
Healy-Murphy  teacher  to  develop  substance  abuse  prevention/education  modules,  based  on  the  Texas 
Educational  Agency's  "Education  for  Self-Responsibility  II:  Prevention  of  Drug  Use,"  to  be  integrated  into  the 
standard  curriculum.  The  Community  Pediatrics  Program's  developmentalist,  nurse,  and  educational  specialist 
are  working  with  the  staff  of  the  Healy-Murphy  Center's  child  care  center  to  identify  infants  in  need  of 
intervention  services  because  of  parental  substance  use  or  infant  developmental  delay  and  to  develop  staff 
training  for  child  care  staff  in  an  effort  to  increase  the  quality  of  service  delivery. 

EVALUATION:  A  process  and  outcome  evaluation  is  being  used.  The  initial  pretest  and  posttest  design  will  be 
expanded  to  include  a  comparison  group  in  year  3  of  the  project.  Instruments  being  piloted  with  this  target 
group  of  high-risk  adolescents  and  their  infants  include  the  Hare  Self-Esteem  Questionnaire,  the  Brief  Symptom 
Inventory,  the  Shipley  Institute  for  Living  Scale,  the  Personal  Experience  Screening  Questionnaire,  and  the 
Tennessee  Self-Concept  Scale.  The  Bayley  Scales  of  Infant  Development  assessment  is  used  for  children  0-2 
years  old.  Outcomes  of  interest  include  reduction  or  elimination  of  substance  use,  retention  of  the  adolescents  in 
school,  and  achievement  of  developmental  milestones  by  the  infants. 

EXPERIENCE  TO  DATE:  The  project  is  fully  staffed  and  all  initial  assessments  have  been  completed. 
Comprehensive  case  management  services  have  been  provided  to  75  youth  to  date.  Project  staff  have 
participated  in  a  national  training  session  on  preventing  the  consequences  of  perinatal  abuse  of  alcohol  and  other 

drugs. 


124  Adolescent  Health  Report 


Healthy  Start 

The  Healthy  Start  Initiative 


The  Healthy  Start  Initiative  is  a  national  5-year  demonstration  program  that  seeks  to  reduce  infant  mortality  and 
improve  the  health  and  well-being  of  women,  children,  adolescents,  and  families  in  targeted  urban  and  rural 
communities.  Healthy  Start  uses  a  broad  range  of  community-driven,  systems  development  approaches,  building 
on  the  principles  of  innovation,  community  commitment  and  involvement,  increased  access,  service  integration, 
and  personal  responsibility. 

In  1991,  the  U.S.  Department  of  Health  and  Human  Services  funded  entities  in  15  rural  and  urban  communities 
whose  infant  mortality  rates  were  1.5  to  2.5  times  higher  than  the  national  average.  An  additional  seven  sites 
were  funded  in  1994  as  special  projects  with  the  goal  of  significantly  reducing  infant  mortality.  These  22 
projects  are  implementing  innovative  models  of  coordinated,  comprehensive,  culturally  competent  health  care 
and  other  supportive  services  to  reduce  infant  mortality. 

Early  in  the  process  of  conducting  data  analysis,  community  assessments,  and  consortium  meetings,  the  Healthy 
Start  projects  recognized  that  premature  sexual  activity  and  adolescent  pregnancy,  childbirth,  and  parenting — 
especially  among  youth  under  age  17 — were  significant  contributing  factors  to  the  unacceptable  rates  of  infant 
mortality  and  morbidity  in  their  communities.  Young  maternal  age  is  not  only  a  risk  factor  during  pregnancy  but 
also  a  contributing  factor  to  the  number  and  spacing  of  subsequent  pregnancies.  Births  to  young  adolescents, 
who  are  not  prepared  to  meet  the  challenges  of  adult  parenting  roles,  are  cause  for  concern — for  the  adolescents' 
own  healthy  development  and  for  the  health  and  well-being  of  their  children. 

National  data  confirm  that  adolescents  are  more  likely  than  older  women  to  experience  higher  levels  of 
pregnancy  complications  and  to  have  low  birthweight  babies,  primarily  because  adolescents  do  not  receive  early 
and  consistent  prenatal  care.  Nationally  in  1992,  only  59.5  percent  of  teens  ages  15-19  years  began  prenatal  care 
in  their  first  trimester,  and  nearly  10  percent  of  adolescents  ages  15-19  received  late  prenatal  care  or  no  prenatal 
care.  In  1992,  more  than  9  percent  of  babies  born  to  mothers  ages  15-19  were  low  birthweight  babies  weighing 
less  than  2,500  grams.  (National  Center  for  Health  Statistics.   1994.  Advance  report  of  final  natality  statistics, 
1992.  Monthly  Vital  Statistics  Report  43[Suppl.  5]:66,  77-78.) 

Healthy  Start  projects  have  developed  innovative  approaches  to  prevent  adolescent  pregnancy  and  to  minimize 
the  harmful  effects  of  early  unprotected  sexual  activity  among  adolescents.  Many  projects  have  launched 
education  and  outreach  campaigns  specifically  to  encourage  pregnant  teens  to  seek  prenatal  care  early.  Projects 
have  also  established  services  for  young  parents,  both  male  and  female,  to  provide  parenting  education  and 
support  so  that  children  of  adolescent  parents  have  better  health  and  developmental  outcomes.  Interventions 
include  a  range  of  approaches,  depending  on  the  needs  and  experiences  of  each  community  and  the  existing  and 
potential  resources  available. 

Healthy  Start  recognizes  that  adolescent  sexual  behaviors  and  adolescent  pregnancy  and  parenting  contribute  to 
the  problem  of  infant  mortality  in  the  project  areas  served.  Thus,  Healthy  Start  projects  have  developed  efforts 
to  address  primary  prevention  of  adolescent  pregnancy,  to  improve  adolescents'  access  to  and  use  of  prenatal 
care,  to  provide  parenting  education  and  support,  and  to  prevent  repeat  pregnancies.  For  selected  Healthy  Start 
projects,  a  brief  description  of  clinical  and  support  services  for  adolescents  is  listed  below. 

The  Division  of  Healthy  Start  has  commissioned  an  indepth  review  of  issues  and  interventions  affecting 
adolescents  within  the  Healthy  Start  Initiative.  This  study,  which  will  include  information  from  all  project  sites, 
is  scheduled  to  be  available  in  fall  1996.  For  more  information  about  the  Healthy  Start  Initiative,  contact  the 
Maternal  and  Child  Health  Bureau,  Division  of  Healthy  Start,  (301)  443-0509,  or  contact  the  Healthy  Start 
projects  listed  below: 
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Birmingham  Healthy  Start  Project  Healthy  Start 

Jefferson  County  Department  of  Health  STH-01C002 

1400  Sixth  Avenue  South  10/01/91-09/01/96 

P.O.  Box  2648  Project  Director(s): 

Birmingham,  AL   55202-2648  Dorothy  Patterson 
(205)  322-3800 
(205)  322-0049  fax 


Clinical  and  Support  Services  for  Adolescents 

University  of  Alabama/Department  of  Pediatrics — family  planning  services  for  adolescents. 

Birmingham  Public  Schools — young  mothers'  program. 

Girls.  Inc. — adolescent  pregnancy  prevention  classes. 

BHS — African-American  mentoring  program  for  teens. 

BHS — health  education  unit  providing  specific  programs  in  public  schools. 

Collaboration  with  Organizations  Serving  Adolescents  in  Project  Area 

•  School-based  health  centers  in  Birmingham  schools. 

•  Jefferson  County  Department  of  Health — nurses  provide  services  at  two  medicaid-fundcd  high  school- 
based  health  centers. 

•  Teen  Pregnancy  Summit. 

Oakland  Healthy  Start  Program  Healthy  Start 

Alameda  County  Health  Care  Services  Agency  STH-06C007 

9925  East  14th  Street.  Suite  11  10/01/91-09/30/96 

Oakland.  CA  94603  Project  Director(s): 

(5 1 0)  639- 1 246  Mildred  Thompson 
(510)  639-0978  fax 


Clinical  and  Support  Services  for  Adolescents 

•  Nurses  in  Action — provides  family  planning  services  as  part  of  adolescent  pregnancy  prevention 
efforts. 

•  SIMBA.  one  of  OHS  Family  Life  Resource  Centers,  trains  mentors  and  provides  a  mentoring  program 
for  youth  ages  6-18.  Provides  workshops  for  new  fathers,  pregnant  adolescent  women,  and 
nonparenting  fathers.  Provides  peer  training  and  counseling  for  middle  school  students,  combining 
dramatic  theater  and  health  education. 

•  Kaiser  Foundation  Hospitals — presentation  of  live  educational  theater  to  middle  school  students. 
Themes  include  teen  pregnancy,  violence,  conflict  resolution.  Performances  reinforced  by  training  peer 
counselors  and  facilitating  followup  sessions. 

•  W.  Oakland  Family  Life  Resource  Center — youth  empowerment  and  mentoring  program. 

•  Ujima  House — linkages  with  schools  and  teen  involvement  program. 

•  Asha  House — youth  enrichment  program. 

•  La  Clinica  de  la  Raza — domestic  violence  support  group  for  teens. 

Collaboration  with  Organizations  Serving  Adolescents  in  Project  Area 

•  Children's  Hospital — adolescent  health  program. 
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District  of  Columbia  Healthy  Start  Project  Healthy  Start 

District  of  Columbia  Department  of  Human  STH- 1 1C006 

Services  10/01/91-09/30/96 

Commission  on  Public  Health  Project  Director(s): 

Office  of  Maternal  and  Child  Health  Barbara  J.  Hatcher,  Ph.D.,  R.N. 

1660  L  Street,  N.W.,  Suite  638 
Washington,  DC   20024 
(202)  645-5556 
(202)  562-0525  fax 


Clinical  and  Support  Services  for  Adolescents 

School-based  health  center  at  Woodson  High  School. 

Ballou  (High  School)  Health  Center — comprehensive  primary  health  care  for  adolescents. 

Teen  Life  Choices — abstinence-based  after-school  program. 

District  of  Columbia  Healthy  Start — rites  of  passage  program  for  adolescent  males  and  females. 

District  of  Columbia  Healthy  Start — peer  educator  worlcing  with  adolescents. 

Teen  Tips  Hotline. 

Collaboration  with  Organizations  Serving  Adolescents  in  Project  Area 

•      National  Organization  on  Fetal  Alcohol  Syndrome — seeks  to  reduce  alcohol  use  among  adolescents. 

Healthy  Start  Initiative  Healthy  Start 

Chatham -Savannah  Youth  Futures  Authority  STH- 1 3S02 1 

316  East  Bay  Street  10/01/94-09/30/96 

Savannah,  GA  31401  Project  Director(s): 

(912)  651-6810  Edward  Chisholm 


Clinical  and  Support  Services  for  Adolescents 

•  Outreach  workers  target  young  adolescents  and  provide  community-based  education  in  pregnancy 
prevention. 

•  Program  sponsored  jointly  by  Youth  Futures  Authority  and  Chatham  County  Health  Department 
provides  health  services  to  adolescents  through  special  programs,  including  a  comprehensive  school- 
based  health  center,  community  teen  health  center,  and  teenage  parenting  program. 

•  Alpha  Phi  Alpha  Fraternity  conducts  a  mentoring  program  for  African-American  males  ages  10-17. 

•  Youth  Futures  Authority  operates  a  health  clinic  for  males  to  ensure  that  all  adolescent  and  young  adult 
males  receive  accessible,  consistent,  quality  health  care. 

•  Resource  Dad  works  with  first-time  fathers  on  issues  such  as  parenting,  child  support,  visitation  rights, 
job  training,  and  employment. 

•  Male  Responsibility  Curriculum  has  been  developed  for  youth  ages  13-15  years. 
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Chicago  Area  Healthy  Start  Project 

Illinois  Department  of  Public  Health 
535  West  Jefferson  Street 
Springfield,  IL  62761 
(217)  782-2736 
(217)  782-4890  fax 


Healthy  Start 

STH-17C010 

10/01/91-09/30/96 

Project  Director(s): 

Stephen  E.  Saunders.  M.D., 

M.P.H. 


Clinical  and  Support  Services  for  Adolescents 

•       Five  Case  Management  Agencies  (CMAs) — After  completing  an  intensive  training  program,  adolescent 
advocates  are  placed  in  area  high  schools  by  the  CMAs. 

Collaboration  with  Organizations  Serving  Adolescents  in  Project  Area 

Chicago  Board  of  Education — programs  to  decrease  youth  dropout  rates  for  project  area  schools. 

Winfield  Moody  Health  Center — adolescent  parenting  program. 

DuSable  School-Based  Clinic— regular  staff  meetings  for  coordination  of  referral  and  followup  of 

pregnant/parenting  adolescents  and  other  at-risk  youth. 

Boys  and  Girls  Club — referral  and  followup. 

Telsa  Alternative  High  School  for  Pregnant  Girls — regular  staff  meetings  for  referral  and  followup; 

joint  case  conferences. 

Hull  House — referral  and  followup  for  at-risk  adolescents. 

Association  House — regular  meetings  for  coordination  of  referral  and  followup  for  pregnant,  parenting, 

and  at-risk  adolescents. 

Simpson  Alternative  High  School  for  Pregnant  Girls — regular  staff  meetings  for  coordination  of 

referral,  followup,  and  uniform  eligibility  process;  joint  case  conferences. 

Cabrini  Green  Youth — regular  meetings  for  coordination  of  referrals  and  followup  with  project  area 

adolescents  in  need  of  services. 


Northwest  Indiana  Healthy  Start 

Northwest  Indiana  Health  Department 

Cooperative 

6001  West  Industrial  Highway 

Gary,  IN   46404 

(219)  949-1100 

(219)  949-0600  fax 


Healthy  Start 

STH-Tscoie 

10/01/91-09/30/96 

Project  Director(s): 

Rise  Ross 


Clinical  and  Support  Services  for  Adolescents 

•  School  Nurse  Liaison  Program — three  part-time  nurses  coordinate  services  between  the  schools  and 
Healthy  Start,  including  health  followup  and  home  visits  for  students  who  miss  school. 

•  Teen  Moms  Talk — Healthy  Start  peer  support  groups. 

•  Healthy  Start  supports  two  teaching  positions  at  an  alternative  school  for  pregnant  or  parenting 
adolescents. 

Collaboration  with  Organizations  Serving  Adolescents  in  Project  Area 

•  School-based  health  centers  provide  primary  care  to  adolescents  (East  Chicago  and  Hammond)  and 
primary  care  and  health  education  (Gary). 

•  Marion  Home  for  Pregnant  Adolescents — medicaid-funded  residential  program  for  young  mothers  in 
the  State's  child  protection  system.  (Healthy  Start  has  letter  of  agreement  for  referrals.) 
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Great  Expectations /Healthy  Start 

New  Orleans  Health  Department 

1440  Canal  Street 

Suite  1950-A 

New  Orleans,  LA  70 11 2 

(504)  565-6906  or  565-7601 

(504)  565-7635  fax 


Healthy  Start 

STH-22C013 

10/01/91-09/30/96 

Project  Dlrector(s): 

Sheila  J.  Webb,  R.N.,  M.S. 

Marsha  Z.  Broussard,  M.P.H. 


Clinical  and  Support  Services  for  Adolescents 

Carver  School-Based  Health  Center — includes  additional  services  of  part-time  nurse  midwife. 

Booker  T.  Washington  School-Based  Health  Center — includes  additional  services  of  part-time  nurse 

midwife. 

Lawless  School-Based  Health  Center — pilot  peer  education  program  using  interactive  theater  to  address 

teen  health  issues. 

National  Council  of  Negro  Women  Teen  Enlightenment  Program — education  program  focusing  on 

abstinence,  self-esteem,  and  decision  making  for  public  middle  schools  and  high  schools. 

Peer  Counseling  Program — adolescents  employed  and  trained  during  summer  as  peer  educators  serve  as 

peer  mentors  during  school  year. 

Teen  Awareness  Program — weekly  health  education;  identification  of  at-risk  parenting  teens,  with 

followup  provided  by  outreach  staff. 

Collaboration  with  Organizations  Serving  Adolescents  in  Project  Area 

•  Plain  Talk — community-based  sexuality  education  program  sponsored  by  the  Annie  E.  Casey 
Foundation. 

•  Covenant  House — shelter  for  homeless  youth. 

•  Kuji  Center — adolescent  health  education. 


Baltimore  City  Healthy  Start 

Baltimore  City  Health  Department 
Division  of  Maternal  and  Infant  Care 
303  East  Fayette  Street,  Seventh  Floor 
Baltimore,  MD  21202 
(410)  396-9994 
(410)  347-7602  fax 


Healthy  Start 

STH-24C004 

10/01/91-09/30/96 

Project  Director(s): 

Thomas  P.  Coyle 


Clinical  and  Support  Services  for  Adolescents 

•  Neighborhood  Healthy  Start  Centers — classes  for  pregnant  or  parenting  teens  with  focus  on  pregnancy 
prevention. 

Collaboration  with  Organizations  Serving  Adolescents  in  Project  Area 

•  Booker  T.  Washington  Middle  School — school-based  clinic. 

•  Dunbar  High  School — school-based  clinic. 

•  Six  other  school-based  clinics  in  project  area. 
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Boston  Healthy  Start  Initiative 

Health  and  Hospitals  of  the  City  of  Boston,  Inc. 

818  Harrison  Avenue 

Administration  500 

Boston.  MA  02118 

(617)  534-7828 

(617)  534-5179  fax 


Healthy  Start 

STH-25C015 

10/01/91-09/30/96 

Project  Director(s): 

Dianna  Christmas 


Clinical  and  Support  Services  for  Adolescents 

Boston  Educational  Development  Foundation — case  management  and  health  education  in  schools  to 
prevent  repeat  pregnancies;  school-based  enhanced  case  management  for  pregnant  and  parenting 
students  in  five  high  schools. 

Geiger-Gibson  Community  Health  Center — case  management  and  comprehensive  prenatal  and 
postpartum  program  for  teens  to  prevent  repeat  pregnancies. 

Hawthorne  Youth  and  Community  Center — educational  project  in  health  and  nutrition. 
Revision  House — health  education  and  onsite  educational  activities  for  homeless  pregnant  and 
parenting  teens  living  at  the  shelter. 

Upham's  Corner  Health  Committee,  Inc. — enhanced  and  expanded  health  education  services,  including 
a  youth  outreach  and  prevention  project. 

South  End  Community  Health  Center — four  mentor  moms  provide  training,  education,  and  personal 
support  services  to  parenting  teens. 

Crittenton  Hastings  House — young  fathers'  dropout  prevention  program  supports  services  to  reduce 
school  dropout  rates  and  high-risk  behaviors  among  young  fathers. 

Upham's  Corner  Community  Center — street  outreach,  support  groups,  primary  health  care,  health 
education,  and  music/art  targeting  high-risk  youth. 

Bowdoin  Street  Health  Center — program  to  match  adults  with  culturally  and  linguistically  similar  high- 
risk  teens. 

Joseph  Lee  Community  Center — adolescent  discussion  groups,  community  activities,  workshops  for 
adolescents  and  young  women  ages  13-19. 

Egleston  YMCA  Youth  Center — peer  health  educator  program;  teen  empowerment  project  using 
leadership  training  and  education. 

Saint  Mary  of  the  Angels — support  groups  and  retreats  for  high-risk  adolescent  males  and  females. 
South  Cove  YMCA — Young  Women's  Issue  Group  provides  outreach,  health  education,  and 
employment  programs. 

Blackstone  Community  Health  Center — expanded  classes  in  English  for  Speakers  of  Other  Languages 
(ESOL)  and  GED  programs  targeting  Latino  teenage  parents  and  women  of  childbearing  age. 


Detroit  Healthy  Start  Program 

City  of  Detroit  Health  Department 

Herman  Kieffer  Complex 

1151  Taylor  Street 

Detroit,  Ml   48202 

(313)  577-1033 

(313)  577-0316  fax 


Healthy  Start 

STH-26C001 

10/01/91-09/30/96 

Project  Director(s): 

Cynthia  Taueg 

John  B.  Waller,  Jr..  Dr. PH. 


Clinical  and  Support  Services  for  Adolescents 

•  Operation  Get  Down — provides  services  related  to  prenatal  care  and  parenting  for  adolescents. 

•  Herman  Kiefer  Health  Center — provides  additional  adolescent  health  services  including  family 
planning  and  pregnancy  prevention  services. 

•  Michigan  Metro  Area  Girl  Scouts — provides  14-hour  teen  pregnancy  prevention  program  that  builds 
self-esteem  through  information  sharing  and  personal  skill  development. 
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•  Mackenzie  Teen  Parent  Club — provides  services  related  to  prenatal  care,  HIV/AIDS  prevention,  and 
parenting  skills  to  minimize  repeat  pregnancies  and  to  foster  well-baby  care. 

•  Girl  Scouts — offers  human  sexuality  education  program. 

Collaboration  with  Organizations  Serving  Adolescents  in  Project  Area 

•  Detroit  Riverview  Hospital  P.A.S.T.  Program — comprehensive  substance  abuse  treatment  program  for 
pregnant  and  parenting  adolescents. 

•  Off  the  Streets — counseling,  shelter,  information,  and  referrals  for  runaway  and  homeless  youth. 

•  Joy  of  Jesus  New  Child  Development  Center — child  care  facility,  summer  camp  program  for  youth, 
employment  training. 

•  Lula  Bell  Stewart  Center — comprehensive  services  for  adolescent  parents,  foster  care  and  adoption 
services  for  children  ages  birth  to  18  years. 

•  Adolescent  Sexuality  Initiative  Project — sexuality  education  and  information  for  teens. 

•  C-HAG  Healthy  Youth  Community  Awareness  Group — teen  peer  educators;  health  education  for 
children  and  adolescents. 


Healthy  Start /New  York  City 

Medical  and  Health  Research  Association  of 

New  York  City,  Inc. 

40  Worth  Street,  Room  720 

New  York,  NY   10013 

(212)  285-0220 

(212)  766-2530  fax 


Healthy  Start 

STH-36C008 

10/01/91-09/30/96 

Project  Director(s): 

Michelle  Drayton-Martin,  R.N., 

M.P.H. 


Clinical  and  Support  Services  for  Adolescents 

Healthy  Start/New  York  City — male  involvement  coordinator  develops  and  implements  male  support 

programs  in  three  service  areas,  addressing  teen  sexuality,  pregnancy  prevention,  parenting,  and 

prevention  of  high-risk  behaviors. 

New  York  City  Department  of  Health  Training  Basics — provides  training  to  Healthy  Start/New  York 

City  providers  on  substance  abuse,  adolescent  parenting,  maternal  and  child  health,  social  services, 

cultural  sensitivity,  and  nutrition. 

Martha  Neilson  High  School  for  Pregnant  and  Parenting  Teens — space  has  been  renovated  to  establish 

a  clinic  in  the  school  to  ensure  timely  and  complete  prenatal  care. 

Inwood  House/TASA — drug  counselor  provides  substance  abuse  prevention  and  education  for  pregnant 

and  parenting  teens,  including  workshops,  peer  counseling,  and  referrals. 

Bronx  Perinatal  Consortium — provides  summer  internship  program  for  teens. 

Planned  Parenthood  of  New  York  City  (PPNYC) — parenting  educator  serves  teens  enrolled  in 

PPNYC's  adolescent  pregnancy  program. 

Bronx  Perinatal  Consortium  Male  Mentoring  Program — planning  for  implementation  of  male 

mentoring  program  and  community  health  workshops. 

Brooklyn  Perinatal  Network  Youth  Into  Adulthood  Program — consultant  assists  with  development  of 

programs  for  at-risk  teen  males,  addressing  unplanned  pregnancies  and  early  parenthood. 

Ellison  Youth,  After  School  and  Summer  Program — seeks  to  prevent  school  dropouts  and  teen 

pregnancy. 

St.  George's  Episcopal  Church — provides  after-school  and  summer  programs  to  prevent  drug  use, 

school  dropouts,  and  teen  pregnancy. 

Brooklyn  Perinatal  Network — offers  summer  internship  program  for  high  school  students. 

Haitian  Community  Health  Information  and  Referral  Center — provides  peer  support  group  for 

adolescents. 

Kianga  House — peer  support  and  followup  program  includes  counseling,  referral  services,  workshops 

for  30  formerly  homeless  teen  mothers  making  the  transition  to  permanent  housing. 

Children's  Health  Project  mobile  van — delivers  pediatric  primary  care  1  day  per  week  to  children  and 

adolescents.  Services  include  pregnancy  testing,  prenatal  care  referrals  for  adolescents,  and  family 

planning  services. 
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•  Children's  Aid  Society — offers  life  skills  counseling,  reproductive  health  education,  academic 
assistance,  and  job  readiness  training  for  adolescents. 

•  Northern  Manhattan  Perinatal  Partnership — provides  summer  internship  program  for  adolescents. 

Collaboration  with  Organizations  Serving  Adolescents  in  Project  Area 

Hunts  Point  Multipurpose  Center. 

St.  Margaret  Episcopal  Church. 

St.  John's  Evangelical  Lutheran  Church. 

Community  Boards  1  and  2. 

United  Families  of  the  South  Bronx. 

Sports  Foundation. 

Mott  Haven  Family  Preservation  Program. 

Simba  Wahanga — rites  of  passage  program  for  males. 

Crown  Heights  Service  Center. 

YWCA  and  YMCA. 

PS  91 1 — high  school  for  pregnant  teens. 

Greater  Cleveland  Healthy  Family /Healthy  Healthy  Start 

Start  Project  STH-39C011 

Cleveland  Department  of  Public  Health  10/01/91-09/30/96 

1925  St.  Clair  Avenue  Project  Director(s): 

Cleveland,  OH   44114  Juan  Molina  Crespo 
(216)  664-2324 
(216)  664-2197  fax 


Clinical  and  Support  Services  for  Adolescents 

•  Healthy  Family/Healthy  Start — outreach  and  case  management  staff  provide  school-based  health 
education  in  21  schools. 

•  Cleveland  Public  Schools — assist  in  development  and  distribution  of  grade-specific  preventive/health 
education  curriculum. 

Collaboration  with  Organizations  Serving  Adolescents  in  Project  Area 

•  Merrick  House  Westside  Adolescent  Services  Network — male  responsibility  program,  workshops, 
support  services. 

•  Center  for  Adolescent  Health  at  Case  Western — advisory  role  on  Healthy  Family/Healthy  Start 
committees. 

•  East  End  Neighborhood  Rites  of  Passage — empowerment  for  young  men. 

•  Cleveland  Board  of  Education — adolescent  health  education  and  awareness  program. 

•  Youth  Opportunity  Unlimited  (various  sites) — literacy  and  job  training. 

Philadelphia  Healthy  Start  '    Healthy  Start 

Philadelphia  Department  of  Public  Health  STH-4'2C014 

Office  of  Maternal  and  Child  Health  10/01/91-09/30/96 

500  South  Broad  Street  Project  Director(s): 

Philadelphia,  PA    19146  Susan  Lieberman 
(215)875-5927 


Clinical  and  Support  Services  for  Adolescents 

•  All  Adolescent  Peer  Power — adolescent  pregnancy  prevention. 

•  Spruce  Medical  Center — adolescent  pregnancy  prevention. 
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Children's  Hospital  of  Pennsylvania  Teen  Moms  Clinic — adolescent  pregnancy  prevention. 

Western  Philadelphia  Partnership — musical  production  on  teen  pregnancy. 

Paschall  Betterment  League — monthly  debates  for  teens  on  various  health  issues. 

SW  Community  Services — teen-produced  topical  rap  video  on  health  issues. 

Spruce  Ace — counseling  for  adolescents  living  with  substance-abusing  parents. 

Calvary — community  health  education. 

Neighborhood  United  Against  Drugs. 

Collaboration  with  Organizations  Serving  Adolescents  in  Project  Area 

•      Comprehensive  Services  for  School  Aged  Parents — education  programs  (English  for  Speakers  of  Other 
Languages,  GED,  etc.). 


Healthy  Start /Pittsburgh  and  Allegheny 
County 

Allegheny  County  Health  Department 
3333  Forbes  Avenue 
Pittsburgh,  PA   15213 
(412)  578-8003 
(412)  578-8325  fax 


Healthy  Start 

STH-42C005 

10/01/92-09/30/96 

Project  Director(s): 

Carol  A.  Synkewecz,  M.P.H. 


Clinical  and  Support  Services  for  Adolescents 

•      East  Hills  Youth  Alliance — offers  weekly  meetings,  workshops,  speakers  dealing  with  health 

awareness,  peer  adolescent  counseling,  mentoring,  prenatal  and  postnatal  checkups,  teen  pregnancy 

issues,  HIV/ AIDS  and  sexually  transmitted  diseases  (STDs),  gang  violence  as  a  health  issue,  and 

healthy  life  choices. 

Family  Resources,  The  Nurturing  Program — provides  courses  for  parents  of  young  children  and  for 

adolescent  parents  to  strengthen  families. 

Hunger  Services  Network — provides  health  and  nutrition  education  to  pregnant  teens  and  women  with 

children  ages  birth  to  1  year. 

Garfield  Tenants  Rowhouse — offers  mentoring  for  40  males  ages  13-25. 

Mercy  Hospital — provides  education  and  support  programming  for  adolescents  that  will  enable  them  to 

acquire  knowledge  and  develop  skills  to  lead  a  healthy  lifestyle. 

Homewood  Brushton  Program — provides  prevention/intervention  training  through  educational 

workshops  and  discussion  groups,  lectures,  field  trips,  and  presentations. 

St.  Clair  Citizens  Council — coordinates  teen  peer  support. 

Penn  State  Cooperative  Extension — provides  nutrition  education  program  for  improving  self-esteem 

and  nutritional  skills. 

Youth  Enrichment  Services — provides  mentoring,  job  training,  peer  support,  tutoring,  preconception 

and  prevention  services,  and  nutrition  and  parenting  education. 

Northview  Heights  Citizens'  Council — offers  mentoring,  peer  support,  parenting  education. 

Bethany  House — provides  casework  and  health  education  related  to  parenting  and  abstinence,  for  males 

ages  12-16  years. 

Lemington  Heights — provides  education,  support,  and  role  modeling  for  adolescents  to  help  them 

develop  healthy  lifestyles  and  to  impart  understanding  of  child  development. 

Teen  Awareness  Program — sponsors  counseling  and  support  services  for  adolescents  through 

mentorships  and  fostering  of  academic  performance  in  school. 

Urban  League — provides  comprehensive  job  training  and  placement  for  adolescents. 
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Pee  Dee  Healthy  Start  Healthy  Start 

United  Way  of  South  Carolina  STH-45C0 1 2 

2711  Middleburg  Drive  10/01/91-09/30/96 

Suite  307  Project  Director(s): 

Columbia,  SC  29204  Madie  Robinson 
(803)  662-1482 
(803)  662-1039  fax 


Clinical  and  Support  Services  for  Adolescents 

•  Pee  Dee  Healthy  Start  Teen  Life  Centers — all  six  centers  have  health  educators  on  staff  and  a  resource 
father  on  staff  to  work  with  young  males;  the  centers  provide  many  varied  activities  for  adolescents 
ages  10-19  years. 

Interfaith  Initiatives — a  number  of  contractors  offer  youth-oriented  education  and  peer  empowerment 
programs. 

Collaboration  with  Organizations  Serving  Adolescents  in  Project  Area 

•  Big  Brothers,  Darlington. 

•  Training  for  Occupational  and  Personal  Success,  Chesterfield. 

•  St.  Eugene  Hospital  Teen  Clinic. 

•  Florence  Teen  Clinic,  Marion. 

Northern  Plains  Healthy  Start  Healthy  Start 

Aberdeen  Area  Tribal  Chairmen's  Health  Board  STH-46C003 

405  Eighth  Avenue,  N.W.  10/01/91-09/30/96 

Suite  305  Project  Director(s): 

Aberdeen,  SD  57401  Sharon  Vogel 
(605)  229-5315 
(605)  229-5864  fax 


Clinical  and  Support  Services  for  Adolescents 

•  Diary  of  a  Teen  Mother — special  initiative  that  addresses  issues  of  adolescent  pregnancy  and  parenting 
among  American  Indian  communities  of  the  Northern  Plains.  Developed  by  artist  photographer 
Dorothy  Grandbois,  the  exhibit  includes  black  and  white  photographs  and  personal  statements  of  area 
teen  mothers.  The  initiative  educates  and  informs,  promotes  pregnancy  prevention  and  family  planning, 
raises  awareness  of  teen  pregnancy,  and  enables  pregnant  and  parenting  teens  to  educate  their  peers  and 
the  public  about  the  realities  of  young  parenthood. 

•  Tribal  Counseling  Services — adolescent  support  group  (Flandreau,  SD). 

•  Job  Training  Partnership  Act — summer  job  training  for  youth  (Flandreau.  SD). 

•  Flandreau  Santee  Sioux  Tribe  (FSST)  Summer  All  Nations  Youth — Culture  for  Youth  Program. 

Collaboration  with  Organizations  Serving  Adolescents  in  Project  Area 

Tekakwitha  Adolescent  Treatment  Center  (Sisseton,  SD) — private  inpatient  adolescent  substance  abuse 

treatment  center. 

School  Sexuality  Education  by  MCH  Aides — teen  pregnancy  program  with  health  educator. 

O'lnazin  Group  House  (Sisseton,  SD). 

Indian  Health  Service  Hospital  (Winnebago,  NE) — adolescent  health  services. 

Crow  Creek  High  School — HIV/AIDS  program,  general  health  education. 

DARE  Program  (Scottsbluff,  NE). 

Sioux  San  Hospital  (Rapid  City,  SD) — adolescent  health  program. 

Indian  Health  Service  Clinic  (Belcourt,  ND) — adolescent  health  services. 
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Yankton  Sioux  Tribe  Youth  Outreach  Program — substance  abuse  prevention  and  treatment;  and  Lake 

Andes  Teen  Center — adolescent  health  program. 

Ft.  Berthold  Housing  Adolescent  Program — adolescent  health. 

Marty  Indian  School — adolescent  health  services. 

Wagner  Community  School — adolescent  health  services. 
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Improving  the  Health  of  Incarcerated  Youth 


The  health  needs  of  children  and  adolescents  in  the  juvenile  justice  system  are  serious  and  complex.  Though 
standards  for  health  care  services  in  juvenile  correctional  institutions  do  exist,  they  have  not  been  widely 
adopted.  Health  services  for  incarcerated  youth  frequently  are  limited  or  provided  by  clinicians  with  little  or  no 
training  in  adolescent  and  correctional  health.  Services  often  are  not  sensitive  to  the  ethnic  and  cultural  concerns 
of  this  population,  and  financing  of  essential  health  care  for  incarcerated  youth  is  problematic  in  many 
jurisdictions. 

MCHB  has  devoted  considerable  resources  to  addressing  the  special  needs  of  adolescents  in  the  juvenile  justice 
system  through  a  series  of  national  and  regional  conferences  and  publications  (see  products  section)  and  through 
funding  of  demonstration  projects  to  improve  the  status  of  incarcerated  youth. 


Comprehensive  Health  Education  and 

MCHIP 

Treatment  Readiness  Program  for  Court - 

MCJ-013A28 

Involved  Youth 

10/01/92-09/30/95 

University  of  Alabama  at  Birmingham 

Project  Director(s): 

Substance  Abuse  Programs 

L.  Foster  Cook,  M.A. 

401  Beacon  Parkway  West 

Contact  Person: 

Birmingham,  AL  35209 

Amanda  Carballo 

(205)917-3784 

(205)917-3721  fax 

PROBLEM:  Of  the  juveniles  in  the  Jefferson  County  Detention  Facility,  black  males  make  up  79  percent — 
nearly  twice  the  national  average  of  42  percent.  Approximately  10  percent  of  the  youths  were  held  for  drug- 
related  offenses,  and  30  percent  of  all  detained  youths  tested  positive  for  one  or  more  drugs  upon  admission. 
Black  adolescent  youths  remain  at  disproportionately  higher  risk  for  persistent  school  failure,  family 
discordance,  homicide  victimization,  sexually  transmitted  infections  (STls),  and  substance  abuse.  By  addressing 
the  specific  problems  of  substance  abuse,  the  general  health  of  black  adolescent  males  will  be  improved  because 
other  high-risk  factors  and  behaviors  that  cluster  with  substance  abuse  are  also  addressed. 

GOALS  AND  OBJECTIVES:  A  continuum  of  drug  abuse  treatment  for  the  black  males  held  in  detention  did 
not  exist  before  this  project.  The  project's  goals  are  to: 

1 .  Develop  a  treatment  readiness  and  substance  abuse  prevention  program  that  is  detention  based  and  provides 
vital  links  to  the  substance-abuse  programs  in  place  at  State  training  schools  and  to  community-based 
adolescent  substance  abuse  treatment; 

2.  Increase  interagency  collaboration  and  include  minority-based  organizations  in  addressing  the  needs  of  the 
black  male  adolescent; 

3.  Decrease  the  STI  rate,  increase  condom  use,  and  decrease  the  probability  of  young  fatherhood; 

4.  Reduce  the  recidivism  rate  of  black  adolescent  males; 

5.  Increase  parental  involvement  in  the  treatment  process; 

6.  Develop  and  implement  parent  drug  education  at  the  detention  facility  with  special  focus  on  the  black 
family; 

7.  Improve  family  communication  patterns  and  competency; 

8.  Establish  baseline  recidivism  data  to  monitor  parental  involvement  correlates; 

9.  Reduce  school  failure  and  the  dropout  rate  among  adolescent  black  males; 

10.  Increase  retention  of  released  youth  in  community-based  adolescent  treatment  programs; 

1 1 .  Offer  social  skills  training  and  conflict  resolution  training  to  all  involved  youth;  and 

12.  Reduce  the  homicide  rate  for  adolescents  who  complete  the  program. 

METHODOLOGY:  The  project  will  demonstrate  measurable  improvements  in  retention  in  substance  abuse 
treatment  programs  and  decrease  related  health,  social,  and  legal  consequences  through  substance  abuse 
treatment  readiness  and  prevention  services  in  detention  facilities.  Project  staff  screen  and  refer  eligible 
adolescents  to  appropriate  services,  including  project  treatment  readiness,  drug  prevention,  and  health  education 
groups  as  well  as  community-based  drug  treatment  programs.  Youths  are  given  urinalysis  tests  upon  entering 
detention.  A  broad-based  health  education  curriculum  will  be  enhanced.  Instruction  topics  include  substance 
abuse  prevention  curriculums,  social  skills  training,  conflict  resolution,  anger  management,  HIV/STI  prevention, 
and  life  skills/job  readiness  training.  Instruction  topics  to  be  developed  and  implemented  during  the  coming  year 
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include  nutrition,  smoking  cessation,  and  information  on  accessing  dental,  medical,  and  mental  health  services. 
HIV  and  STI  risk-reduction  education  plays  a  major  role  in  detention-based  treatment  programs.  Family 
assessment  and  education  are  conducted  in  the  project  facility.  All  adolescents  enrolled  in  the  substance  abuse 
program  are  introduced,  as  appropriate,  to  a  continuum  of  substance  abuse  treatment  services.  Activities  based 
on  new  or  competitive  games  will  be  incorporated  into  programming  to  make  the  learning  experience  stimulating 
and  fun. 

The  project  is  linked  to  the  State  Department  of  Youth  Services  via  assessment,  referral,  and  case  management 
services.  The  Division  of  Pediatric  Medicine  (Department  of  Medicine)  provides  routine  identification  of  health 
care  risk  factors  and  substance  abuse  offenders.  Physical  exams,  referrals  for  primary  health  needs,  and 
comprehensive  screenings,  treatment,  and  counseling  for  STIs  are  provided  by  the  Department  of  Pediatrics 
Adolescent  Medicine  Clinic  at  Children's  Hospital.  Juveniles  released  into  the  community  on  a  pretrial  or 
probation  status  are  case  managed  by  the  University  of  Alabama  at  Birmingham  (UAB)  Substance  Abuse 
Treatment  Alternatives  to  Street  Crime  (TASC)  staff.  A  range  of  community-based  treatment  services  is  made 
available  through  the  UAB  Drug  Free  Adolescent  Program  and  State  Mental  Health  Department  (short-  and 
long-term  residential  care). 

EVALUATION:  A  process  evaluation  will  be  ongoing  to  track  participation  in  this  and  related  projects  and  to 
demonstrate  measurable  improvement  and  retention  in  substance  abuse  treatment  and  decreases  in  related  health, 
social,  and  legal  consequences. 

EXPERIENCE  TO  DATE:  Thus  far,  project  staff  have  assessed  453  clients.  Of  these,  41  percent  have  been 
referred  for  treatment.  Of  those  referred,  27  percent  have  completed  treatment.  Drug  testing  has  been  conducted 
on  872  urine  samples,  with  30  percent  testing  positive.  Project  staff  have  served  429  adolescents  in  groups. 
HIV/STI  education  efforts  were,  at  one  point,  duplicated.  Project  staff  are  now  using  the  time  slot  previously 
dedicated  to  that  topic  for  violence  prevention/conflict  resolution.  As  always,  time  constraints  pose  a  problem  in 
that  the  project  must  accommodate  the  facility's  schedule  without  being  disruptive.  As  a  result  of  the  stafPs 
presence  throughout  the  day,  the  acceptance/tolerance  level  for  the  program  has  increased.  However,  the 
selection  of  an  advisory  board  has  suffered  a  setback  due  to  funding  crises  within  the  rest  of  the  organization. 


Ensuring  Continuity  of  Care  to  Adolescents  in 
Detention 

University  of  Alabama  at  Birmingham 
UAB  Station 
Birmingham,  AL   35294 
(205)  934-5262 
(205)  934-1150  fax 


MCHIP 

MCJ-013A8I 

10/01/93-09/30/97 

Project  Director(s): 

Ronald  A.  Feinstein.  M.D. 


PROBLEM:  A  large  number  of  adolescent  minority  males  are  involved  with  the  criminal  justice  system  and  do 
not  receive  recommended  health  care  services.  Recent  reports,  including  the  Office  of  Juvenile  Justice  and 
Delinquency  Prevention  publication  Conditions  of  Confinement:  Juvenile  Detention  and  Corrections  Facilities, 
list  health  care  within  the  correctional  care  system  as  an  area  with  substantial  deficiencies.  Recommendations 
for  improving  these  services  include  ensuring  that  health  appraisals  occur  in  a  timely  manner  upon  admission  to 
a  facility,  ensuring  the  existence  of  a  training  program  for  nonmedical  staff  who  conduct  health  screenings,  and 
expanding  existing  public  health  surveillance  systems  to  include  and  separately  track  confined  juveniles, 
including  a  general  review  of  the  health  needs  of  confined  adolescents. 
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GOALS  AND  OBJECTIVES:  The  overall  goals  of  the  project  are  to: 

1 .  Organize  and  focus  existing  community  resources  to  provide  comprehensive  medical  care  to  adolescents  in 
detention  and  for  6  months  after  release; 

2.  Develop  and  implement  a  case-managed  system  of  care  that  would  identify  medically-in-need  detainees  and 
ensure  the  appropriate  use  of  medical  care  resources  during  detention  and  for  6  months  after  release;  and 

3.  Enhance  the  health  status  of  medically-in-need  detainees  with  acute  or  chronic  conditions  by  ensuring  their 
appropriate  involvement  with  medical  care  providers  during  detention  and  for  6  months  after  release. 

The  measurable  objectives  for  the  coming  year  are  to: 

1.  Determine  the  health  status  and  needs  of  detainees  examined  in  a  relatively  small  juvenile  detention  center; 

2.  Identify  and  reduce  the  number  of  existing  barriers  within  detention  and  the  community  to  the  provision  of 
health  care  services  for  medically-in-need  juveniles  in  detention;  and 

3.  Continue  development  of  a  Manual  of  Policy  and  Procedures  (MOPP). 

METHODOLOGY:  The  major  project  activities  directed  at  achieving  the  goals  and  objectives  in  the  coming 
year  include: 

1.  Having  project  staff  provide  direct  patient  services  to  juveniles  in  detention; 

2.  Developing  and  maintaining  a  dynamic  data  collection  system  and  data  base  to  allow  for  identification, 
tracking,  and  evaluation  of  information  on  medically-in-need  juveniles; 

3.  Identifying  barriers  to  the  provision  of  health  care  services  to  detainees; 

4.  Implementing  a  system  to  reduce  the  number  of  barriers  to  the  provision  of  health  care  services,  including 
the  further  development  of  MOPP;  and 

5.  Meeting  with  the  project's  advisory  committee.  The  advisory  committee  includes  members  from  the 
county-owned  hospital,  the  State  Health  Department  (SHD),  and  the  county  detention  facility  who  have 
helped  plan  and  carry  out  the  project  activities. 

In  addition,  discussions  are  being  held  with  the  MCH  Division,  School  of  Public  Health  at  the  University  of 
Alabama  at  Birmingham  and  the  Adolescent  Coordinator  in  SHD  to  complete  a  statewide  needs  assessment  of 
juveniles  involved  in  the  correctional  care  system.  Discussions  with  medical  personnel  in  the  Jefferson  County 
Health  Department  are  planned  to  determine  the  possibility  of  detainees  receiving  services  in  their  clinics 
following  release  from  detention. 

EVALUATION:  Monitoring  of  the  project  is  accomplished  through  regular  observations  of  project  activities  by 
the  evaluation  team  and  the  generation  of  monthly  statistics  relevant  to  each  of  the  objectives.  Monitoring  has 
included  weekly  staff  meetings  involving  all  project  staff  and  evaluators.  Project  evaluation  is  based  on  the 
discrepancies  between  actual  and  proposed  success  criteria.  During  the  first  6  months  of  the  project,  a  data 
collection  system  was  developed  using  a  system  that  permits  rapid,  reliable  data  entry  for  data  analysis  and 
retrieval. 


EXPERIENCE  TO  DATE:  During  the  first  6  months  of  funding: 

1 .  Project  staff  have  been  hired; 

2.  A  data  collection  system  has  been  developed  and  implemented  to  identify  detainees  eligible  for  the  project; 

3.  Project  staff  have  field  tested  methods  to  reduce  barriers  to  the  provision  of  health  care  services; 

4.  Discussions  have  been  held  with  key  personnel  within  the  correctional  care  and  health  care  systems  to 
improve  the  provision  of  health  care  services;  and 

5.  Project  staff  have  begun  compiling  MOPP. 
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Transitional  Health  Care  Training  with 

Training 

Incarcerated  Females  Leadership  Training 

MCJ-069592 

Project 

10/01/92-09/30/95 

Charles  R.  Drew  University  of  Medicine  and 

Project  Director(s): 

Science 

Paul  D.  Juarez.  Ph.D. 

Department  of  Family  Medicine 

1621  East  120th  Street 

Los  Angeles.  CA  90059 

(213)563-5868 

PROBLEM:  Incarcerated  females  often  find  themselves  exposed  to  a  range  of  risk  factors  that  compromise  their 
health  and  well-being  when  they  are  released  from  the  institution  back  into  the  community.  They  are  at  elevated 
risk  for  a  number  of  health-threatening  conditions,  including  intentional  injuries,  pregnancy-related  problems, 
human  immunodeficiency  virus  and  other  sexually  transmitted  diseases,  and  substance  abuse.  In  addition,  the 
personal  and  public  support  systems  to  help  them  make  the  transition  back  into  the  community  are  often 
damaged. 

The  specific  aim  of  this  project  is  to  establish  for  graduate  trainees  pursuing  careers  in  medicine  and  health- 
related  professions  a  model,  interdisciplinary,  leadership  training  program  on  providing  comprehensive  health 
care  services  to  incarcerated  females.  This  project  targets  adolescent  African-American  and  Latina  females  who 
have  been  incarcerated  at  the  Ventura  School,  California  Youth  Authority,  and  who  will  be  released  to  south 
central  Los  Angeles. 

GOALS  AND  OBJECTIVES:  Project  goals  are  as  follows: 

1.  Provide  exemplary,  comprehensive,  transitional  health  services  to  African-American  and  Latina  females 
who  are  incarcerated  at  the  Ventura  School  and  are  being  released  to  south  central  Los  Angeles. 

2.  Establish  for  graduate  trainees  in  medicine  and  health-related  professions  a  model,  interdisciplinary, 
leadership  training  program  that  focuses  on  the  unique  issues  of  transitional  health  services,  ethnicity,  and 
an  urban  environment  for  young  incarcerated  females. 

Twelve  graduate-level  health  care  trainees  are  expected  to  complete  a  300-hour  leadership  training  program  over 
the  project  period.  Trainees  will  be  enrolled  in  master's-  and  doctoral-level  programs  in  medicine,  nursing, 
nutrition,  psychology,  public  health,  and  social  work. 

At  the  completion  of  the  leadership  training  program,  students  will: 

1 .  Develop  the  requisite  knowledge,  attitudes,  and  skills  for  adopting  a  client-centered  approach; 

2.  Conduct  a  comprehensive  needs  assessment; 

3.  Develop  and  implement  a  comprehensive  transitional  health  plan; 

4.  Display  an  understanding  of  policy  structures,  processes,  and  issues  involved  with  transitional  health  care 
services; 

5.  Display  an  understanding  of  administrative  structures,  processes,  and  issues  involved  with  transitional  health 
care  services;  and 

6.  Demonstrate  an  understanding  of  the  principles  and  methods  of  social  change. 

METHODOLOGY:  The  transitional  health  care  service  period  is  defined  as  beginning  6  months  prior  to  release 
and  lasting  1  year  after  return  to  the  community,  or  as  otherwise  defined  by  the  individual  transitional  health 
plan.  This  18-month  period  is  broadly  broken  down  into  three  periods: 

1.     The  first  period  begins  6  months  prior  to  release  and  is  the  period  during  which  the  initial  screening  and 
assessment  are  completed. 
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2.  The  second  period  is  the  time  in  which  the  transitional  health  plan  is  developed,  beginning  prior  to  release 
and  continuing  6  months  after  release.  It  includes  the  critical  period  following  the  release;  intake  into  the 
adolescent  health  program;  completion  of  a  comprehensive  history,  physical  evaluation,  and  psychosocial 
evaluation;  and  completion  of  the  transitional  health  plan. 

3.  The  third  period  is  the  case  management  and  followup  period,  during  which  the  social  worker  is  responsible 
for  (a)  identifying  services  and  resources  in  the  community  that  will  help  the  young  woman  fulfill  individual 
objectives  identified  in  the  transitional  health  plan,  (b)  linking  the  young  woman  to  the  appropriate  services, 
and  (c)  providing  regular  followup  to  ensure  completion  of  transitional  health  objectives.  Active  followup 
will  occur  for  a  minimum  of  6  months. 

The  transitional  health  plan  will  be  developed  by  means  of  a  client-centered  approach.  Transitional  health  plans 
will  include  sections  for  each  of  the  participating  disciplines,  which  include  medicine  (family  medicine, 
pediatrics,  and  obstetrics  and  gynecology),  nursing,  nutrition,  psychology,  public  health,  and  social  work. 

To  the  extent  possible,  family  members  and  significant  others  will  be  involved  in  the  transitional  health  process. 
To  enhance  the  transition  back  to  the  community,  efforts  also  will  be  made  to  include  staff  of  the  Ventura 
School,  local  field  parole  officers,  and  staff  of  community-based  agencies,  where  appropriate,  in  the  planning, 
implementation,  and  evaluation  of  activities  associated  with  transitional  health  plans. 

Development  of  the  leadership  training  component  will  occur  in  four  phases:  (1)  Interdisciplinary  training,  (2) 
curriculum  development,  (3)  program  evaluation,  and  (4)  dissemination  of  information.  Faculty  from  each 
discipline  will  supervise  graduate  interns  on  site  at  the  Drew  Adolescent  Health/Family  Practice  Center. 

EVALUATION:  Evaluation  strategies  will  be  developed  to  include  measures  of  faculty  teaching  effectiveness; 
trainee  acquisition  of  knowledge,  attitudes,  and  skills;  changes  in  patient  knowledge,  attitudes,  and  behaviors; 
faculty  and  trainee  evaluation  of  curriculum;  and  overall  program  effectiveness  on  the  basis  of  successful 
accomplishment  of  project  goals  and  objectives. 

EXPERIENCE  TO  DATE:  The  curriculum  was  designed  with  three  major  components:  Didactic/interactive 
seminars,  clinical  supervision,  and  leadership  training.  The  31 -week,  didactic/interactive  seminar  series  was 
structured  to  address  a  broad  range  of  topics  such  as  the  cultures  of  youth  and  corrections,  community  resources, 
transitions,  substance  abuse  and  addictions,  human  sexuality  and  reproductive  health,  and  violence.  These 
seminars  provide  trainees  with  an  opportunity  to  develop  a  comprehensive  knowledge  base  through  participation 
in  interdisciplinary  lectures,  a  discussion  of  readings,  and  skills  development  in  a  small  group  setting.  A  total  of 
6  graduate  interns  completed  the  over  300-hour  leadership  training  project.  One  other  intern  completed 
approximately  50  hours.  One  intern  each  from  psychology,  nutrition,  social  work,  and  nursing,  and  two  interns 
from  public  health/health  education  completed  the  training  program. 

A  total  of  21  female  wards  were  followed  upon  release  from  the  Ventura  School  for  the  period  from  October  1, 
1993,  to  May  31,  1994.  An  additional  nine  young  women  scheduled  for  release  received  initial  client  screens. 
Approximately  six  other  young  women  were  identified  through  their  parole  officers  after  release. 

A  total  of  151  face-to-face  patient  contacts  were  made  within  the  context  of  the  adolescent  clinic  in  the  following 
areas:  61  physician,  2  nursing,  10  psychological,  25  social  work,  12  nutrition,  22  health  education,  and  19 
referral.  An  additional  125  face-to-face  patient  contacts  were  made  outside  the  clinic;  68  case  management,  23 
medicine,  2  psychology,  7  social  work,  3  nutrition,  9  health  education,  2  referral,  and  1 1  other.  In  addition,  104 
patient  telephone  contacts  were  recorded,  96  of  which  were  identified  as  case  management.  Sixty-four  other 
telephone  contacts  and  21  collateral  contacts  were  made  on  behalf  of  clients. 
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Continuum  of  Care  for  Incarcerated  Youth 

MCHIP 

University  of  Washington 

MCJ-533A27 

Division  of  Adolescent  Medicine 

10/01/92-09/30/96 

Department  of  Pediatrics 

Project  Director(s): 

CDMRC  Building.  Mail  Stop  WJ-10 

James  A.  Farrow.  M.D. 

Seattle.  WA  98195 

(206)685-1273 

(206)543-5771  fax 

PROBLEM:  The  Continuum  of  Care  for  Incarcerated  Youth  is  a  4-year  demonstration  project  that  is  part  of  the 
Minority  Adolescent  Health  Program  of  the  Maternal  and  Child  Health  Bureau.  Minority  youth,  especially  black 
adolescent  males,  are  found  in  disproportionate  numbers  in  prisons,  institutions,  and  correctional  facilities — 
where  they  receive  minimal  health  care. 

GOALS  AND  OBJECTIVES:  The  program  objectives  are  to: 

1 .  Provide  health  screening  to  80  percent  of  all  detained  youth  during  year  1  and  90  percent  during  years  2-4; 

2.  Establish  a  system  of  documentable,  comprehensive,  primary  physical  and  mental  health  care; 

3.  Establish  a  transitional-care  and  referral  system  to  ensure  appropriate  community-based  care  when  youth 
leave  the  detention  facility;  and 

4.  Train  health  professionals  in  the  care  of  incarcerated  youth  with  special  emphasis  on  minority  male 
populations. 

METHODOLOGY:  Health  screening  is  carried  out  using  an  Early  and  Periodic  Screening,  Diagnostic  and 
Treatment  (EPSDT)  protocol.  Most  of  the  EPSDT  health  screenings  of  detained  youth  are  carried  out  by  the 
project's  nurse  practitioner,  who  documents  all  encounters  and  findings.  All  primary  care  visits  for  physical  and 
mental  health  care  are  documented  on  a  project  encounter  form.  The  transitional-care  specialist,  who  identifies 
youth  in  detention  requiring  community-based  care,  has  developed  a  computerized  tracking  system.  After  initial 
contact  in  detention,  the  transition  specialist  contacts  the  youth  and  family  by  phone  or  through  a  home  visit  and 
facilitates  necessary  followup  care  in  the  community  through  a  short-term  case  management  approach.  In 
addition,  the  project  has  developed  written  materials  for  health  professionals  and  trainees,  who  spend  vanable 
amounts  of  time  caring  for  incarcerated  youth  under  the  supervision  of  project  staff  and  faculty.  Community 
training  also  is  documented  through  technical  assistance  and  consultation  visits  with  other  detention  centers 
within  the  State  of  Washington. 

The  State  Title  V  agency  has  been  instrumental  in  increasing  awareness  of  the  health  care  needs  of  this 
population  within  the  State.  The  project  has  offered  a  model  for  health  care  for  incarcerated  youth  to  other 
detention  facilities  in  the  state.  The  State  Title  V  agency  also  has  been  instrumental  in  working  with  the  special 
projects  of  regional  and  national  significance  in  developing  a  plan  for  medicaid/EPSDT  reimbursement  for 
services  provided  to  detained  youth. 

EVALUATION:  The  project  uses  both  formative  and  summative  evaluations.  Formative  evaluation  of  ongoing 
care  is  documented  using  computerized  tracking  systems  that  track  demographics  of  the  youths  served, 
diagnoses,  and  followup.  Outcome  data  are  tracked  by  the  transition  specialist,  looking  at  success  of  followup  in 
the  community;  and  feedback  from  community  care  providers  is  sought  at  semiannual  meetings  of  the 
Consortium  of  Community  Health  Care  Providers. 
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EXPERIENCE  TO  DATE:  All  objectives  of  the  project  at  the  end  of  the  second  year  have  been  achieved.  The 
project  has  created  a  syllabus  for  trainees,  which  is  included  in  the  progress  report.  Plans  for  dissemination  of 
the  model  and  provision  of  technical  assistance  and  consultation  to  other  detention  center  health  programs  are 
underway  and  will  be  expanded  during  the  third  year  of  the  program. 
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Programs  to  Improve  Access  to 
Primary  and  Preventive  Care  for  Adolescents 


For  many  children  and  adolescents  and  their  families,  access  to  primary  and  preventive  heath  care  is 
problematic.  Barriers  to  care  include  cost,  availability  of  providers  with  appropriate  skills  to  work  with 
adolescents,  and  health  care  systems  that  are  difficult  to  negotiate  and  culturally  insensitive. 

MCHB  supports  demonstration  projects  that  help  overcome  access  barriers.  Health  care  services,  especially  for 
adolescents,  need  to  be  offered  in  a  wide  range  of  settings  by  providers  who  are  knowledgeable  about  the  health 
of  adolescents  and  interested  in  working  with  this  population.  Care  must  be  financed  in  a  way  that  allows  all 
children  and  adolescents  to  have  access  to  the  same  basic  benefits.  Outreach  to  adolescents  in  high-risk 
environments  and  provision  of  health  care  that  meets  their  special  needs  also  improve  access.  The  abstracts  in 
this  chapter  describe  innovative  models  for  providing  health  care  to  children  and  adolescents. 


San  Diego  Homeless  Adolescent  Health  Care  MCHIP 

Project:   Medical  Outreach  for  High-Risk  Teens  MCJ-068918 

and  Their  Families  10/01/93-09/30/98 

Logan  Heights  Family  Health  Center  Project  Director(s): 

1809  National  Avenue  Joseph  Browne,  M.D. 
San  Diego,  CA  92113 
(619)234-8171 


PROBLEM:  Society  in  general  and  the  health  care  system  in  particular  have  failed  an  extremely  vulnerable, 
high-risk,  medically  underserved,  and  difficult-to-reach  population:  Homeless  adolescents.  An  estimated 
12,000  adolescents  per  year  have  run  away  from  home  ("overnight  runaways")  in  San  Diego  County.  Thousands 
more  adolescents  and  their  families  are  at  significant  risk  for  homelessness.  Additionally,  there  are  at  least  1,115 
runaway  or  "throwaway"  homeless  youth  who  have  lived  on  the  streets  every  night  for  an  extended  period  of 
time,  with  little  hope  of  reuniting  with  their  families.  Many  have  been  physically  or  sexually  abused,  have  been 
abandoned  by  their  caretakers,  have  come  from  families  of  substance  abusers,  become  substance  abusers 
themselves,  and  engage  in  behaviors  such  as  "survival  sex"  that  place  them  at  high  risk  for  unplanned 
pregnancies  and  sexually  transmitted  diseases  (STDs),  including  HIV  infection.  Their  living  conditions  make 
them  highly  susceptible  to  tuberculosis  and  other  communicable  diseases.  Medical  problems  go  undiagnosed 
and  untreated  because  of  poor  access  to  the  health  care  system.  An  innovative,  community-based  approach  is 
needed  to  bring  comprehensive,  case-managed  primary  care  to  places  where  homeless,  runaway,  and  near- 
homeless  adolescents  gather. 

GOALS  AND  OBJECTIVES:  The  5-year  project  has  the  following  goals: 

1.  Create  a  system  of  comprehensive,  case-managed  health  care  for  the  thousands  of  throwaway,  runaway,  and 
near-homeless  adolescents  in  San  Diego,  bringing  available  services  to  places  where  adolescents  and  their 
families  live  and  congregate; 

2.  Create  a  coalition  of  community  agencies  and  pediatric  professionals  dedicated  to  providing  services  to 
homeless  adolescents; 

3.  Collect  and  disseminate  project  data,  including  demographics,  chronic  and  acute  medical  conditions 
diagnosed,  and  contagious  diseases  with  significant  public  health  ramifications,  such  as  STDs,  HIV,  and 
tuberculosis;  and 

4.  Obtain  a  detailed  risk  assessment  to  monitor  clients'  knowledge,  attitudes,  beliefs,  and  behaviors. 

METHODOLOGY:  A  bilingual  (Spanish)  health  care  team — composed  of  individuals  experienced  with  the 
special  medical  and  psychosocial  problems  faced  by  homeless,  runaway,  and  near-homeless  adolescents — 
provides  comprehensive,  case-managed  health  care  onsite  in  places  where  adolescents  live  and  congregate.  The 
Mobile  Health  Outreach  Team  (MHOT)  is  composed  of  a  pediatrician/project  director,  a  physician  assistant,  a 
registered  nurse  project  coordinator/case  manager,  a  medical  assistant,  and  a  patient  services  representative.  The 
team  is  supported  by  an  evaluation  specialist  and  is  closely  linked  with  all  health  education  and  promotion 
programs  at  the  Logan  Heights  Family  Health  Center  (LHFHC),  as  well  as  with  outreach  and  case  management 
staff  from  the  Health  Care  for  the  Homeless  Project,  for  which  the  LHFHC  is  the  lead  agency. 

EVALUATION:  A  project  advisory  committee  has  been  assembled.  Working  with  staff,  the  committee  will 
evaluate  data  regularly  to  assess  the  impact  of  the  interventions.  Their  evaluation  will  be  used  to  modify  the 
program  as  time  goes  on.  Throughout  the  course  of  the  project,  data  will  be  collected  on  the  number  of 
encounters;  diagnoses;  and  demographics,  knowledge,  attitudes,  beliefs,  and  behaviors  of  the  patient  population. 
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Statistics  collected  in  years  2  through  5  will  be  compared  to  baseline  data  from  year  1 .  Data  will  be  shared  with 
local  and  State  agencies  to  promote  better  planning. 

EXPERIENCE  TO  DATE:  MHOT  provided  services  at  two  sites  during  year  1.  The  Place  is  an  alternative 
school  run  by  the  San  Diego  County  Office  of  Education,  serving  homeless  and  runaway  adolescents  in 
downtown  San  Diego  and  linked  with  shelters,  halfway  houses,  and  other  facilities  serving  adolescents.  The 
Place  provides  one  examination  room  and  space  for  nursing,  registration,  health  education,  and  triage.  Two 
more  examination  rooms  are  being  added  to  allow  an  increase  in  clinical  services  and  to  improve  accessibility. 
At  Bandini  Elementary  School  (in  a  low-income,  inner-city  neighborhood),  MHOT  and  the  school  nurse 
practitioner  provide  case-managed  ceire  to  children  whose  families  are  at  risk  for  homelessness. 

As  of  June  15,  1994,  204  individual  patients  were  served  by  MHOT,  and  385  patient  visits  occurred.  MHOT 
treated  31  cases  of  STDs  and  noted  a  17-percent  rate  of  tuberculosis  skin  test  conversion,  along  with  other 
previously  undiagnosed  and  untreated  medical  conditions.  Family  planning  services  were  provided,  and 
pregnant  clients  were  referred  to  LHFHC  for  comprehensive  prenatal  care.  One  case  of  active  tuberculosis  was 
diagnosed,  and  two  adolescents  were  murdered.  Clients  are  linked  with  LHFHC  as  their  "Medical  Home"  and 
have  access  to  care  and  the  case  manager. 

Procedures  and  forms,  a  master  problem  list,  care  plans,  and  a  mini-medical  record  have  been  developed.  The 
risk  assessment  tool  has  been  administered  to  all  adolescents  seen  by  the  project  staff,  with  plans  to  repeat  this 
survey  of  risk  behaviors  annually.  The  data  collected  thus  far  confirms  that  a  high  percentage  of  the  adolescents 
engage  in  behaviors  that  place  them  at  risk  for  STDs  and  unwanted  pregnancies.  These  self-reported  data  are 
confirmed  by  the  high  rale  of  pregnancies  and  STDs  encountered  thus  far.  The  risk  assessment  is  being  revised 
to  make  it  simpler,  more  user  friendly,  culturally  relevant  and  suitable  for  younger  children.  Additional  offsite 
clinics  at  community  agencies  serving  the  homeless  and  near-homeless  are  being  developed  for  year  2. 


Healthy  Tomorrows  for  New  Haven 

New  Haven  City  Department  of  Health 

54  Meadow  Street 

Ninth  Floor 

New  Haven,  CT  06519 

(203)  787-6999 


MCHIP 

MCJ-098112 

10/01/90-09/30/95 

Project  Dlrector{s): 

William  P.  Quinn.  M.P.H. 


PROBLEM:  To  meet  the  needs  of  adolescents  and  young  children  in  the  most  disadvantaged  areas  of  New 
Haven,  health  services  must  be  both  accessible  and  comprehensive.  Because  of  social  and  environmental  factors 
such  as  geographical  or  psychological  isolation,  family  disorganization,  and  substance  abuse,  the  needs  of  these 
groups  have  outstripped  the  capacity  of  the  existing  service  delivery  system  to  provide  appropriate  care — that  is, 
genuinely  accessible  and  comprehensive  care.  Each  of  the  two  institutional  frameworks  capable  of  providing 
preventive  health  services  to  children  from  low-income  families  (namely,  primary  care  facilities  and  school 
health  services)  offers  a  piece  of  the  puzzle.  The  school  nurse  is  accessible;  the  primary  health  care  centers  are 
comprehensive.  Yet  the  two  systems  operate  on  parallel  tracks,  with  considerable  costs  in  efficiency  and 
effectiveness. 


GOALS  AND  OBJECTIVES:  Healthy  Tomorrows  for  New  Haven  has  focused  on  enhancing  the  long-term 
capacity  of  school  health  services  to  serve  as  access  points  and  sources  of  continuity  for  appropriate  health  and 
mental  health  care  for  children;  facilitating  a  coordinated  approach  by  the  Departments  of  Health  and  Education 
to  meet  the  health,  mental  health,  and  health  education  needs  of  school  children;  developing  a  partnership 
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between  school  health  personnel  and  a  health  care  provider  in  a  model  school-linked  clinic  program  designed  to 
provide  access  to  comprehensive,  preventive  health  and  mental  health  services  located  near  a  primary  care 
facility  and  to  reduce  barriers  of  understanding  between  the  two  institutions;  and  developing  a  partnership 
between  school  health  personnel  and  a  health  care  provider  in  a  model  program  of  expanded  school  health 
services  designed  to  provide  access  to  comprehensive,  preventive  health  and  mental  health  care  for  preschoolers 
and  elementary  school  children  in  an  isolated,  underserved  area  of  the  city. 

METHODOLOGY:  The  model,  an  expansion  and  strengthening  of  school  health  services  with  linkage  to 
primary  care  facilities,  has  been  adapted  to  the  specific  needs  and  opportunities  of  particular  school 
communities.  Both  the  school-based  and  the  school-linked  models  ensure  access  to  comprehensive,  skilled,  and 
personalized  health  and  mental  health  care.  For  parents  of  young  children,  the  availability  of  services  at  a 
familiar  neighborhood  site  convenient  for  child  and  parent  alike  and  from  a  consistent  skilled  practitioner  is 
likely  to  make  the  difference  between  adequate  and  inadequate  care.  For  adolescents,  locating  services  in  the 
institution  where  they  are  required  to  spend  the  bulk  of  their  time  is  the  most  effective  way  to  ensure  access. 

EVALUATION:  Documentation  of  population  served,  services  provided,  and  tracking  of  referrals  and 
followups  provides  an  evaluation  of  the  school-based  clinic  and  the  school-linked  clinic  project  outcomes. 

EXPERIENCE  TO  DATE:  During  the  fourth  year  of  operation,  permission  slips  were  obtained  or  on  file  for 
350  of  the  379  students  enrolled  at  K.  Brennan  School.  The  school-based  clinic  provided  services  to  a  total  of 
262  children.  The  pediatric  nurse-practitioner,  in  collaboration  with  a  pediatric  consultant  and  a  social  work 
consultant,  provided  consistent  health  and  mental  health  care  to  Head  Start  enrollees,  students  in  kindergarten 
through  sixth  grade,  and  incoming  Head  Start  students  in  fall  1993. 

A  Maternal  and  Newborn  Outreach  Services  worker,  trained  to  work  with  medically  underserved  women, 
assisted  in  identifying  and  advocating  for  women  in  need  of  prenatal  care. 

Testing  for  anemia  and  lead  levels  was  performed  in  conjunction  with  kindergarten  and  well-child  care  physical 
exams.  In  addition,  a  social  worker  was  available  for  counseling,  support  groups,  and  direct  social  services. 

Contacts  with  parents  stabilized  at  300.  Health-related  early  dismissals  decreased  overall  by  10  percent,  but 
chronic  absenteeism  continued  to  fluctuate  between  17  and  45  students  daily.  The  pediatric  nurse-practitioner 
and  the  social  worker  are  continuing  their  efforts  to  identify  children  who  are  absent  frequently  to  determine  if 
absences  are  health  related. 

Following  the  success  of  the  health  fairs  held  in  1992  and  1993,  another  health  fair  is  planned  to  publicize  the 
variety  of  free  services  available  at  the  school-based  clinic. 

The  school-linked  clinic  at  Troup  Middle  School  continues  to  refer  adolescents  to  the  Hospital  of  St.  Raphael 
(HSR)  Adolescent  Clinic.  The  Troup-HSR  partnership  provided  more  than  3,000  encounters  that  did  not 
exclude  the  child  from  school  for  the  remainder  of  the  day.  This  substantial  improvement  over  prior  years 
represents  a  major,  positive  outcome  for  this  partnership. 
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Increasing  Access  to  Primary  Health  Care  for 

MCHIP 

Children  5-16  Years  of  Age  through  a  Sports 

MCJ- 157962 

Preparticipation  Examination 

10/01/93-09/30/96 

Hawaii  Medical  Association 

Project  Director(s): 

1360  South  Beretania  Street 

Susan  LaFountaine.  P.T.. 

Honolulu,  HI   96814 

M.P.H. 

(808)973-8231 

(808)  973-3082  fax 

PROBLEM:  The  majority  of  children  5-17  years  of  age  are  underusers  of  primary  health  care  services  and  their 
access  to  health  care  providers  is  often  episodic,  related  to  acute  illness,  or  crisis  oriented.  For  children  ages  6- 
15,  routine  care  accounted  for  less  than  one-fifth  of  the  average  1.5  annual  visits  to  private  physicians.  Over 
one-fourth  of  all  ambulatory  care  for  low-income  children  is  rendered  through  hospital  outpatient  departments  or 
the  emergency  room.  The  Adolescent  Health  Network's  Teen  Health  Advisory  Report,  1991,  conducted  by  the 
Maternal  and  Child  Heath  Branch,  State  of  Hawaii,  indicated  that  47  percent  of  females  and  53  percent  of  males 
of  the  1,335  lOth-graders  surveyed  could  not  identify  a  personal  physician. 

Obesity  rates  are  increasing  among  children  12-17  years  old  by  39  to  64  percent.  On  the  other  extreme, 
overemphasis  on  thinness  also  contributes  to  poor  nutritional  habits.  During  this  developmental  stage  of 
experimentation  and  risk-taking,  adolescents  are  vulnerable  to  unintentional  and  intentional  injuries,  which  cause 
more  deaths  than  all  childhood  diseases  combined.  The  Department  of  Education  1991  Hawaii  Risk  Survey  also 
revealed  high  alcohol,  tobacco,  and  drug  use  in  adolescents. 

The  unmet  task  of  a  health  service  delivery  system  is  to  respond  by  first  attracting  families  with  children  and 
adolescents  to  health  care,  then  motivating  them  to  use  the  mechanism  of  continuing,  coordinated,  and 
comprehensive  care  referred  to  as  the  medical  home.  This  task  is  particularly  challenging  with  undereducated, 
low-income,  minority  populations.  The  target  population  is  children  ages  5-17  and  their  families  from  a  low- 
income,  culturally  mixed,  medically  underserved  geographic  area. 

GOALS  AND  OBJECTIVES:  This  project  uses  a  sports  health  examination  to  bring  into  the  health  care  system 
those  children  and  families  without  access  to  primary  health  care.  It  also  serves  as  an  enhancement  of  identified 
medical  homes.  Coaches  prove  to  be  effective  advocates  for  health  and  can  convince  families  of  the  importance 
of  health  maintenance.  Good  health  is  strongly  correlated  with  better  performance,  which  is  a  strong  motivator 
for  parents  and  children.  The  interest  in  sports  participation  crosses  all  ethnic  lines  and  is  valued  by  the 
minorities  represented  in  the  target  community.  Since  becoming  operational  in  January  1994.  the  project  has 
focused  on  fifth-  and  sixth-graders  participating  in  an  organized,  interschool  sports  program.  From  this 
population  the  project  identifies  those  children  and  families  who  do  not  have  an  identified  primary  medical 
doctor  (PMD)  and/or  do  not  have  health  insurance;  those  children  and  families  who  identify  a  PMD.  but  have  not 
had  a  physical  examination  in  I  year  or  more;  and  those  children  who  have  positive  findings  from  the  health 
examination  that  require  further  attention  by  the  PMD. 

By  the  end  of  the  first  project  year,  identified  families  will  be  linked  to  a  medical  home,  medical  insurance,  or 
Early  and  Periodic  Screening,  Diagnostic  and  Treatment  (EPSDT).  Families  will  be  redirected  to  use  their  PMD 
as  a  medical  home  for  developmentally  appropriate  preventive  health  maintenance  guidance  and  education.  All 
followup  recommendations  are  referred  back  through  the  PMD,  thereby  maintaining  the  continuity  of  the 
medical  home.  School-  and  community-based  health  fairs  and  activities  on  subjects  such  as  fitness,  nutrition, 
and  injury  prevention  will  be  held  in  project  schools  for  families  and  coaches.  A  conference  on  primary  health 
care  issues  will  be  organized  for  physicians  and  health  care  providers.  Data  will  be  analyzed  and  distributed  to 
the  Department  of  Health,  Department  of  Education,  and  the  medical  community. 

In  the  second  year,  the  project  will  continue  to  provide  sports  health  physicals,  first-year  activities,  and  followup 
on  families  linked  to  medical  homes  or  referred  back  to  their  PMDs  to  determine  compliance.  High  school 
students  from  the  target  area  who  represent  a  matched  socioeconomic,  ethnic  population  will  also  be  examined  to 
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provide  comparative  data  with  the  first  year's  cohort.  The  examination  will  be  adjusted  to  include  attention  to 
risk  behaviors.  Educational  curriculums  for  families,  coaches,  and  primary  care  providers  will  be  further 
expanded.  As  written  material  is  drafted,  tested,  and  revised,  it  will  be  translated  into  the  predominant  languages 
of  the  community. 

METHODOLOGY:  Project  participants  are  identified  through  the  coaches  of  the  participating  schools'  sports 
teams.  A  consent  form/survey  asking  for  the  family  to  identify  its  PMD,  medical  insurance,  reason  for  last  visit, 
date  of  last  health  physical,  and  health  history  is  sent  home  with  each  student.  Parent  meetings  in  the  evenings 
precede  each  scheduled  clinic,  at  which  time  families  are  informed  about  the  examination,  the  medical  home 
concept,  and  the  difference  between  a  health  examination  and  an  acute-care  visit.  Assistance  is  provided  to 
complete  all  forms  through  translators,  teachers,  and  parent  liaisons.  Sports  health  physicals  are  then  provided  to 
each  student  who  consents  to  participate.  Findings  are  distributed  to  families,  the  identified  PMD,  and  the 
school  to  become  part  of  the  student's  health  record.  Families  without  a  PMD  are  contacted  by  the  project  staff 
for  assistance. 

Feedback  from  community  personnel  will  be  further  incorporated  in  the  methodology  to  ensure  cultural 
sensitivity.  Networking  and  enhanced  communication  between  Parent  Teacher  Associations,  school-  and 
community-based  management  boards,  coaches,  and  private  and  community  medical  providers  will  be  pursued. 

The  success  of  the  first-year  activities  is  due  to  the  strong  collaborative  efforts  of  the  Department  of  Education, 
the  Department  of  Health,  School  Health  Branch,  the  Regional  Perinatal  Center  (Kapiolani  Medical  Center  for 
Women  and  Children),  the  University  of  Hawaii  School  of  Medicine  Department  of  Pediatrics,  and  the  Hawaii 
Medical  Association. 


EVALUATION:  Process  evaluation  of  the  project  will  determine  if  appropriate  linkages  between  families  and 
primary  health  care  services  were  made,  feedback  mechanisms  developed,  and  educational  curriculums 
completed  for  families,  students,  coaches,  and  physicians.  Product  evaluation  will  determine  the  number  of 
families  linked  to  a  medical  home  and  medical  insurance,  number  of  families  enrolled  in  EPSDT  service,  the 
numbers  of  medical  and  behavioral  problems  identified,  and  the  number  of  parents,  coaches,  and  physicians  who 
met  educational  objectives. 

EXPERIENCE  TO  DATE:  The  project's  Kids  in  Sports  interdisciplinary  team  and  components  of  the  health 
examination  have  been  identified.  Clinics  will  have  been  held  at  seven  elementary  schools  by  the  end  of  the 
school  year  and  270  physicals  will  be  completed  and  the  data  made  available.  Followup  services  have  been 
initiated  with  families  and  physicians.  Meetings  have  been  held  with  parents,  coaches,  teachers,  and  principals. 
Mailings  and  presentations  at  pediatric  grand  rounds,  Kapiolani  Medical  Center,  and  the  Hawaii  Medical 
Association  were  given  to  keep  physicians  abreast  of  project  activities. 
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Project  CHORD:    ChUdren's  Health  OutReach  MCHIP 

and  Delivery  MCJ-427361 

Western  Pennsylvania  Caring  Foundation,  Inc.  10/01/93-09/30/95 

500  Wood  Street.  Suite  600  Project  Director(s): 

Pittsburgh,  PA    15222  Charles  P.  LaVallee 
(412)  645-6202 
(412)  645-6210  fax 


PROBLEM:  Even  though  health  insurance  is  crucial  to  obtaining  health  services,  one  in  eight  U.S.  children  (8.3 
million)  had  no  health  insurance  from  any  source  throughout  1992.  Study  after  study  has  shown  that  children, 
adolescents,  and  adults  who  lack  health  insurance  have  far  more  limited  access  to  health  care  and  are  m  far 
worse  health  than  people  covered  by  health  insurance.  These  and  dozens  more  statistics  reflect  the  serious  health 
risks  facing  our  children  and  adolescents  becau.se  they  cannot  and  do  not  adequately  access  the  health  care 
system. 

Studies  indicate  that  the  existence  of  health  care  benefits  has  a  profound  impact  on  health  care  system  use. 
Based  on  this  premise,  the  health  of  our  Nation's  children  is  at  serious  risk.  Of  the  barriers  to  care,  lack  of  health 
care  benefits  is  perceived  as  the  most  detrimental.  Many  low-income  families  base  care  decisions  on  their  ability 
to  pay  for  treatment.  More  often  than  not,  care  is  postponed  or  neglected  due  to  the  family's  financial  crisis. 

GOALS  AND  OBJECTIVES:  The  goal  and  objectives  of  Children's  Health  OutReach  and  Delivery  (Project 
CHORD)  foster  continued  movement  toward  a  united  front  in  addressing  the  serious  health  care  access  problem 
confronted  by  our  Nation's  children.  The  project  also  will  provide  a  new  alternative  for  States  to  finance  health 
care  for  children  and  adolescents  from  low-income  families.  The  project  goal  is  to  facilitate  the  provision  of 
access  to  primary  health  care  for  low-income  children  and  adolescents  ineligible  for  government  medical 
assistance.  Project  objectives  are  to: 

1 .  Replicate  the  Caring  Program  for  Children  model  in  at  least  eight  States;  and 

2.  Facilitate  the  process  through  which  public  dollars  are  channeled  to  Caring  Program  models  in  three  States 
that  previously  were  sustained  solely  by  private  donations. 

METHODOLOGY:  Project  goals  will  be  approached  through  the  provision  of  technical  consultation  and 
training  to  Blue  Cross  and  Blue  Shield  plans  wishing  to  replicate  the  Caring  Program  for  Children  model. 
Facilitating  this  process  is  an  evaluation  coordinator,  who  has  primary  responsibility  for  carrying  out  the 
evaluation  components  of  Project  CHORD. 

Tools  made  available  to  communities  and  Blue  Cross/Blue  Shield  plans  that  undertake  the  creation  of  a  Caring 
Program  are  results  of  evaluation  surveys,  onsite  and  home-base  consultation,  as  well  as  technical  support,  a 
Caring  Program  Guide  to  Replication,  and  quarterly  Caring  Program  Data  Updates. 

Project  staff  also  will  help  Caring  Programs  to  position  themselves  to  receive  public  dollars.  Because  of  the 
proven  success  and  viability  of  the  western  Pennsylvania  Caring  Program,  the  Pennsylvania  legislature  has 
implemented  the  Children's  Health  Insurance  Program,  which  allocates  public  cigarette  tax  dollars  to  the 
Western  Pennsylvania  Caring  Foundation  (WPCF)  for  purposes  of  insuring  thousands  more  children.  The 
Caring  Programs  in  other  States  are  currently  seeking  to  increase  Caring  Program  enrollment  through  use  of 
public  funds.  It  is  the  intent  of  Project  CHORD  to  be  as  instrumental  in  those  processes  as  it  has  in  replication  of 
the  Caring  Program  for  Children  model. 
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EVALUATION:  Evaluation  is  conducted  by  a  team  of  researchers  based  at  the  University  of  Pittsburgh's 
Graduate  School  of  Public  Health.  Each  member  has  a  background  in  evaluation  studies  of  maternal  and  child 
health  programs.  Formative  evaluation  techniques  will  be  used  to  conduct  research  concerning  the  structure  and 
operation  of  the  replicated  Caring  Programs.  We  will  describe  the  chronology  of  development  of  each  of  the 
eight  replicated  programs,  their  organizational  structures,  and  the  manner  in  which  they  operate.  Barriers  and 
issues  confronted  in  the  creation  of  the  programs  and  the  manner  in  which  these  barriers  are  addressed  and 
resolved  or  remain  impediments  to  effective  operation  will  be  analyzed. 

EXPERIENCE  TO  DATE:  More  than  120,000  children  have  now  received  health  care  coverage  through  Caring 
Programs  across  the  Nation,  up  from  60,000  when  this  project's  proposal  first  was  submitted.  Twenty-five 
Caring  Programs  are  now  in  existence,  up  from  20.  Pennsylvania  has  since  implemented  the  Children's  Health 
Insurance  Program  (CHIP),  greatly  expanding  the  number  of  children  receiving  health  care. 

WPCF  was  featured  on  an  NBC  News  segment,  spotlighting  Caring  Program  work  here  and  across  the  Nation. 
Packets  of  materials  regarding  replication  of  Caring  Programs  and  channeling  public  dollars  into  these  programs 
have  been  sent  to  the  Governors  and  chairs  of  State  senate  and  house  health  committees.  Caring  Program 
directors  are  kept  informed  of  Pennsylvania's  experience  with  BlueCHIP.  A  videotape  on  replication  has  been 
produced,  as  well  as  a  promotional  newsletter  and  an  informational  brochure.  Onsite  and  home-base 
consultation,  along  with  technical  support,  continue  to  be  offered  across  the  Nation. 


Teen  Clinic  MCHIP 

Brownsville  Community  Health  Center  MCJ-4886I5 

2137  East  22nd  Street  10/01/92-09/30/97 

Brownsville,  TX  78521  Project  Director(s): 

(210)  548-7400  Carmen  Rocco,  M.D. 


PROBLEM:  The  Brownsville  Community  Health  Center  (BCHC)  established  the  Teen  Clinic  in  response  to  the 
many  needs  of  its  adolescent  patient  population.  High-risk  activities  of  adolescents  identified  as  prevalent  in  the 
area  include  substance  abuse,  poor  academic  performance,  and  risky  sexual  behaviors.  These  activities  have 
negative  consequences,  as  reflected  by  the  city's  high  adolescent  pregnancy  and  dropout  rates.  Such  problems 
are  compounded  by  widespread  poverty.  Prior  to  the  creation  of  the  clinic,  services  for  adolescents  in  the 
community  were  focused  on  single  behaviors,  coordination  of  care  was  minimal,  and  there  were  no  health  care 
providers  explicitly  interested  in  and  committed  to  adolescents. 

GOALS  AND  OBJECTIVES:  The  goal  of  the  Teen  Clinic  is  to  reduce  the  adolescent  pregnancy  and  school 
dropout  rates  in  its  patient  population.  In  order  to  measure  progress  in  these  areas,  process  objectives  have  been 
established  involving  (1)  delivery  of  comprehensive  health  care,  (2)  adolescent  counseling,  (3)  an  increase  in  the 
number  of  referrals  from  underserved  schools,  (4)  an  increase  in  the  number  of  clients  who  apply  and  qualify  for 
medicaid,  and  (5)  improvements  in  adolescent  knowledge  about  family  planning.  The  clinic  has  established 
three  intermediate  outcome  objectives: 

1 .  Prevent  50  percent  of  sexually  active  female  patients  from  experiencing  a  pregnancy  over  a  period  of  1  year 
or  until  high  school  graduation; 

2.  Prevent  75  percent  of  adolescent  parents  from  experiencing  repeat  pregnancy  over  a  period  of  2  years  or 
until  high  school  graduation;  and 
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3.     Maintain  the  enrollment  of  50  percent  of  patients  identified  with  poor  academic  performance  in  school  for  1 
additional  year  or  in  an  alternative  educational  program. 

METHODOLOGY:  The  Teen  Clinic  offers  comprehensive  health  care  that  addresses  the  special  needs  of 
adolescents,  including  medical  care,  health  education,  and  counseling.  In-depth  risk  assessments  are  completed 
on  each  adolescent  and  interventions  are  planned  accordingly.  The  clinic  has  been  held  two  afternoons  each 
week  and  is  currently  staffed  by  a  nurse  practitioner,  two  physician  assistants,  and  a  social  worker.  For  the 
upcoming  1994-95  school  year,  as  a  result  of  our  project,  two  full-time  teams  will  be  stationed  to  service  four 
school  sites. 


EVALUATION:  In  order  to  evaluate  the  intermediate  outcome  objectives,  a  periodic  interview  (every  6 
months)  will  be  undertaken  with  each  adolescent.  This  structured  interview  will  record  not  only  the  number  of 
pregnancies  and  number  of  dropouts  but  also  the  adolescents'  evaluations  of  how  the  Teen  Clinic  has  affected 
their  lives.  It  will  be  conducted  by  the  social  worker  at  the  end  of  the  visit.  The  project  will  also  continue  to 
monitor  and  evaluate  the  patient  population  risk  statistics. 

The  clinic  monitors  the  health  status  of  patients  and  clinic  activities  in  several  ways.  Each  patient  completes  a 
risk  assessment  survey  at  the  first  visit.  Based  on  the  responses,  a  risk  score  is  assigned  to  the  patient  over  a 
range  of  categories.  In  addition,  a  patient  information  form  is  completed  by  the  provider  at  each  visit;  the  form 
enables  tracking  of  demographics,  diagnoses,  services,  referrals,  and  payment  sources.  The  data  from  these  two 
forms  are  organized  in  an  electronic  data  base.  In  addition,  information  on  the  status  of  enrollment  in  medicaid 
will  be  maintained  to  assist  the  clerk  in  maximizing  enrollment.  The  clinic  staff  will  hold  monthly  case  review 
meetings  to  monitor  and  improve  coordination  of  services. 

EXPERIENCE  TO  DATE:  During  this  period,  the  project  lost  its  director  and  was  reduced  from  two  providers 
to  one  per  clinic  day.  It  is  anticipated  that  a  replacement  director  will  be  found  before  the  end  of  the  calendar 
year,  but  her  departure  is  a  setback  for  the  project.   In  the  interim  the  project  was  directed  by  the  BCHC  planner 
until  June,  when  the  BCHC  pediatric  chief  assumed  the  project  director  position.   In  addition,  this  reporting 
period  began  with  no  case  manager.  In  January  a  social  worker  was  hired,  and  she  has  seen  168  adolescents  in  a 
little  over  5  months. 
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Improving  the  Health  of  Minority  Adolescents 


Responding  to  concern  about  the  health  status  of  minority  adolescents,  MCHB  funds  demonstration  projects  to 
develop,  implement,  and  expand  community-  and  institution-based  comprehensive  primary  and  preventive  health 
services  for  minority  youth.  The  influence  of  culture  and  ethnicity  on  health  care  access  and  outcomes  is  well 
documented,  but  this  information  is  often  not  integrated  into  the  provision  of  care.  MCHB  has  committed 
resources  to  improve  the  quality  of  services  and  the  cultural  competence  of  health  care  professionals  providing 
care  to  minority  children  and  adolescents  in  the  public  and  private  sectors. 

The  Maternal  and  Child  Health  Bureau's  minority  adolescent  health  program  was  initiated  in  1992,  at  the 
recommendation  of  the  Summit  on  the  Health  Care  of  Black  Male  Children  and  Adolescents  (July  1991).  The 
summit  was  the  culmination  of  a  series  of  nationally  focused  meetings  and  conferences  conducted  to  heighten 
awareness  and  expand  understanding  of  the  relationship  between  worsening  morbidity  and  mortality  rates  and 
the  social  and  economic  difficulties  faced  by  young  African-American  males.  The  scope  of  the  resulting 
initiative  has  been  broadened  to  include  other  adolescent  minority  populations. 


Child,  Youth,  and  FamUy:   Building  on  Cultural 

Training 

Strengths 

MCJ-279409 

National  Center  for  Youth  with  Disabilities 

10/01/94-09/30/97 

420  Delaware  Street,  S.E. 

Project  Director(s): 

Box  721 

Robert  W.  Blum,  M.D.,  Ph.D. 

Minneapolis,  MN   55455 

Contact  Person: 

(612)  626-2825  or  626-2399  or  626-2931 

Harriet  Kohen,  M.A. 

(612)  626-2134  fax 

PROBLEM:  Minority  children  use  significantly  fewer  outpatient  services  than  European- American  children. 
Families  of  European-American  children  are  much  more  likely  to  report  chronic  conditions  in  their  children  than 
either  African-American  or  Hispanic  families.  European-American  parents  are  more  likely  to  report  minor 
conditions  in  their  children  than  parents  from  other  ethnic  groups.  Children  of  color  with  disabilities  are  more 
likely  to  be  uninsured  and  when  insured,  are  more  likely  to  be  covered  by  medicaid  than  their  European- 
American  counterparts.  The  changing  nature  of  morbidity,  the  rise  in  poverty  and  single-parent  families,  and  the 
changing  employment  patterns  within  American  families  all  demand  changes  in  the  ways  health  care  services  are 
delivered  to  people  of  color.  Improving  the  health  of  minorities  will  require  a  better  understanding  of  racial  and 
ethnic  differences  in  health  status  and  in  access  to  and  use  of  health  care  services.  To  accomplish  those  changes 
we  need  to  prepare  providers  in  the  field  and  develop  their  leadership  skills. 

GOALS  AND  OBJECTIVES:  The  goal  is  to  improve  the  quality  of  services  and  cultural  competence  of  health 
care  professionals  in  the  public  and  private  sectors  and  other  service  providers  as  they  relate  to  youth  and  their 
families  from  a  variety  of  cultural  backgrounds.  We  will  build  on  the  knowledge  base  established  by  the 
Maternal  and  Child  Health  Bureau  in  Healthy  People  2000  that  relates  to  special  populations,  including  African- 
American,  Hispanic,  and  Native  American  children  and  adolescents  with  special  health  needs. 

Project  objectives  are  to: 

1.  Identify  the  specific  issues  critical  to  the  delivery  of  health  services  for  children  and  youth  with  special 
health  needs  from  the  African-American,  Native  American,  and  communities  on  which  the  continuing 
education  program  and  information  dissemination  activities  are  founded; 

2.  Plan  and  implement  three  working  conferences  that  develop  recommendations,  and  identify  strategies, 
guidelines,  and  best  practices  for  providing  and  implementing  a  program  of  culturally  competent  and 
appropriate  services  for  children  and  youth  with  special  health  needs;  and 

3.  Increase  the  awareness  and  improve  the  skills  of  the  primary  health  care  and  MCH  communities  nationally 
to  meet  the  unique  needs  of  culturally  diverse  groups  of  youth  with  special  health  needs  and  their  families, 
by  regularly  disseminating  state-of-the-art  knowledge  and  information  from  these  conferences. 

METHODOLOGY:  An  interlocking  set  of  activities  is  planned  to  respond  to  the  need  for  provider  preparation. 
These  activities  are  built  upon  a  system  of  continuous  monitoring,  planning,  programming,  and  evaluation. 
Activities  include: 

1.  Establishing  a  steering  committee  with  representation  from  the  national.  State,  and  community  levels  to 
ensure  diversity  in  the  planning  and  implementation  of  the  cultural/ethnic  conferences  and  to  promote 
continuity  among  the  three  conferences. 

2.  Developing  working  papers  for  each  of  the  conferences  to  identify  those  elements  that  are  unique  to  children 
with  chronic  illnesses  and  disabilities,  as  they  move  through  adolescence  and  young  adulthood. 

3.  Convening  three  conferences — to  generate  recommendations  for  research,  programs,  services,  training,  and 
policy — in  partnership  with  the  National  MCH  Center  on  Cultural  Competency  and  a  center  that  serves  the 
population  on  which  we  are  focused. 
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4.  Developing  a  proceedings  summary  for  each  of  the  conferences,  key  recommendations,  and  final  copies  of 
the  papers  to  be  published  in  a  peer-reviewed  journal.  An  issue  of  Children's  Health  Issues  will  be  devoted 
to  making  conference  findings  accessible  to  families,  health  care  providers,  educators,  policymakers,  and 
young  people  with  disabilities. 

5.  Developing  a  new  data  base  file  on  cultural  competence  and  youth  with  special  health  needs  and  their 
families. 

A  steering  committee  will  be  established  comprising  representatives  of  key  constituency  groups  including  Title 
V  directors,  with  particular  emphasis  on  ethnicity,  adolescence,  childhood,  and  disabilities. 

EVALUATION:  Evaluation  will  involve  ongoing  review  of  the  conference  planning  process;  solicitation  of 
evaluation  questionnaires  from  each  conference  participant;  peer  review  of  final  papers  and  conference 
proceedings  and  outcomes;  and  review  of  published  materials  usefulness  and  appropriateness  and  impact  of 
publications.  Evaluative  data  will  be  compiled  annually  and  reviewed  by  the  project  and  steering  committee. 
The  project  will  monitor  the  recommendations  and  policies  growing  out  of  these  continuing  education 
conferences  to  further  disseminate  critical  findings. 


Safe  at  Home  MCHIP 

Focus  on  Renewal /STO-ROX  Family  Health  MCJ-423A26 

Council  10/01/92-09/30/96 

710  Thompson  Avenue  Project  Director(s): 

McKees  Rocks.  PA    15136  Amy  Cetrone 
(412)  771-6460 
(412)  771-5887  fax 


PROBLEM:  Today's  children  have  become  trapped  in  a  vicious  cycle  of  violence  and  represent  a  population 
with  a  rapidly  increasing  health  risk.  This  violence  is  particularly  prevalent  in  the  black  community  and 
exaggerated  within  various  housing  projects.  The  continuous  cycle  of  violence  is  manifested  in  and  derives  its 
energy  from  the  family,  community,  and  school.  Intentional  injury  and  homicide  are  the  leading  causes  of  death 
among  adolescent  and  young  adult  black  males.  Isolation,  racism,  drugs,  poverty,  and  family  stress  are  some  of 
the  contributing  factors  leading  to  violence — which  in  turn  affects  a  child's  physical,  psychological,  social,  and 
economic  well-being.  Therefore,  early  intervention  in  a  child's  life  to  decrease  the  incidence  of  violence  is  vital 
to  improving  the  health  and  well-being  of  this  high-risk  population.  This  program  targets  children  living  in 
predominantly  black  housing  projects  in  our  service  area. 

GOALS  AND  OBJECTIVES:  The  overall  project  goal  is  to  address  the  health  status  of  black  male  children  and 
youth  by  increasing  the  community's  awareness  of  the  serious,  long-term,  often  fatal  effects  of  violence  in  the 
lives  of  black  male  children  and  to  decrease  the  incidence  of  violence  in  the  children's  lives.  We  will 
accomplish  this  by: 

1.  Increasing  social  support  among  families  in  two  predominantly  black  housing  communities  by  maintaining  a 
family  support  center  onsite  where  families  can  receive  education,  counseling,  recreation,  and  preschool 
activities; 

2.  Empowering  parents  through  leadership  for  peer  support  groups  and  parent  advocacy  groups,  membership 
on  an  advisory  board,  and  responsibility  for  family  centers; 
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3.  Educating  and  raising  consciousness  about  alternatives  to  violence  through  neighborhood  training  and 
followup  meetings  with  parents; 

4.  Increasing  conflict  resolution  skills  in  children  ages  3-12; 

5.  Increasing  community  awareness  of  violence  as  a  public  health  issue  through  media,  public  speaking,  and 
community  events;  and 

6.  Mobilizing  other  community  groups  to  coalesce  around  the  issue  of  violence  that  threatens  our  children. 

METHODOLOGY:  The  project  targets  the  home,  the  community,  and  the  school — places  in  which  young 
children  historically  have  experienced  violence — as  arenas  in  which  to  redefine  violent  responses.  Through 
parent  education,  parent  advocacy  groups,  preschool  curriculum,  neighborhood  activities,  and  peer  conflict 
resolution  programs  in  the  centers  and  in  the  schools.  Safe  at  Home  will  reduce  the  amount  of  violence  in  the 
child's  life  and  reduce  the  risk  of  reverting  to  violence  during  the  adolescent  years.  Community  awareness  of 
violence  as  a  public  health  problem  will  be  raised  through  presentations  at  local  civic  meetings,  to  parent  groups, 
and  to  the  children  themselves. 

Curriculums  pulled  from  Peace  Works  will  be  used  in  working  with  children  and  parents.  Community 
celebrations  and  projects  will  emphasize  the  strength  of  the  black  community  and  the  destructive  results  of 
violence. 

Information  on  project  activities  is  being  provided  to  both  the  director  of  the  Allegheny  County  Health 
Department,  and  the  head  of  the  State  Maternal  and  Child  Health  Department. 

EVALUATION:  Maternal  social  support  among  regular  users  of  the  family  centers  is  being  measured.  A  Rotter 
Scale  given  to  the  advisory  board  will  have  limited  value,  as  a  number  of  women  dropped  off  the  board  due  to 
school  commitments  or  because  they  moved  out  of  the  area.  We  are,  however,  working  with  the  University  of 
Pittsburgh  to  develop  an  evaluation  for  the  program.  Client  flow  statistics  as  well  as  risk  analysis  for  the 
families  are  kept.  Important  results  this  year  include:  (1)  A  substantial  decrease  in  fighting  in  a  targeted  group 
of  high  school  girls,  (2)  observed  skills  at  working  out  differences  among  preschoolers,  and  (3)  self-reported 
understanding  of  the  principle  of  nonviolence. 

EXPERIENCE  TO  DATE:  The  project  is  completing  the  planned  activities  designed  to  reach  the  outcome 
goals.  Parent  advisory  board  training  and  monthly  meetings  provide  opportunities  for  parents  to  direct  the  flow 
of  the  program  and  to  discuss  how  the  program  principles  work  in  real  life.  Children  from  rival  neighborhoods 
are  engaged  in  joint  activities,  learning  to  know  and  like  each  other,  and  preschoolers  are  being  taught  at  a  young 
age  to  talk,  not  hit.  In  1993,  1,019  people  (673  of  whom  were  black)  received  services,  and  87  people  received 
intensive  training.  Family  support  centers  continue  to  have  high  usage.  A  newly  established  Family  Celebration 
night  emphasizes  the  strength  of  the  family,  affirms  each  family  member's  importance  to  the  family,  and  fosters 
positive  communication  among  family  members. 
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Options  for  Pre-Teens  MCHIP 

American  Association  of  School  Administrators  MCJ-5 1 3A82 

1801  North  Moore  Street  10/01/93-9/30/97 

Arlington,  VA   22209  Project  Director(s): 

(703)  875-0720  Sharon  Adams-Taylor 
(703)  841-1543  fax 


PROBLEM:  Options  for  Pre-Teens  (OPT)  affects  the  antecedent  conditions  of  what  have  been  called  "new 
morbidities"  that  devastate  the  lives  of  as  many  as  25  percent  of  our  adolescents.  The  health  concerns  targeted 
by  this  project  are  those  associated  with  social,  environmental,  and  behavioral  factors — particularly  sex,  drugs, 
and  violence.  Because  poverty  and  the  consequences  of  racism  arc  closely  associated  with  the  new  morbidities, 
minority  youth — the  poorest  citizens  in  the  Nation — are  most  at  risk.  OPT  is  an  early  intervention  that  works  to 
prevent  minority  and  other  disadvantaged  young  people  from  falling  into  life  patterns  that  are  disastrous  to 
healthy  development:  School  failure,  teen  pregnancy,  substance  abuse,  and  delinquency — including  violence 
and  incarceration.  The  project  views  these  outcomes  not  as  inevitable,  but  as  missed  opportunities  to  intervene 
in  changing  the  conditions  that  research  clearly  shows  have  a  causal  link  to  poor  health  outcomes.  Contributions 
of  $2.7  million  have  been  made  to  OPT  by  the  U.S.  Maternal  and  Child  Health  Bureau  and  eight  foundations. 

GOALS  AND  OBJECTIVES:  OPT  was  developed  to  foster  conditions  antithetical  to  those  that  lead  to  poor 
health  and  life  outcomes.  Goals  are  for  students  to: 

1.  Develop  enhanced  life  planning  and  decision-making  skills; 

2.  Improve  overall  school  performance  and  critical  thinking  capabilities; 

3.  Develop  closer  ties  with  their  communities; 

4.  Feel  that  they  belong  to  their  schools  and  that  the  adults  in  the  schools  care  about  them; 

5.  Positively  involve  their  parents  in  the  school  program  and  in  the  educational  and  social  development  of  the 
children;  and 

6.  Help  themselves  and  their  families  ameliorate  the  effects  of  poverty,  including  inadequate  health  care, 
nutrition,  housing,  and  employment  of  family  members. 

METHODOLOGY:  The  project  borrows  components  from  a  variety  of  successful  programs  supported  by 
evaluative  research  and  field  studies.  OPT  is  school  based  and  includes  summer  sessions  and  components  that 
address  almost  every  aspect  of  early  adolescent  social  and  intellectual  development.  Specific  program 
components  include  life  planning,  academic  skill  improvement,  service  learning,  school  climate  enhancement, 
family  involvement,  and  student  and  family  advocacy/continuous  case  management.  OPT  is  in  the  third  year  of 
a  4-year  pilot,  serving  two  cohorts  of  children  in  each  of  the  following  school  districts:  Norfolk.  Virginia; 
Oakland,  California;  and  Pontiac.  Michigan.  Children  participate  during  the  last  2  years  of  elementary  school 
and  first  year  of  middle  school  or  junior  high.  The  program  at  the  school  site  is  directed  by  an  OPT  facilitator, 
and  additional  direct  services  are  provided  by  one  or  more  clinical  social  workers,  computer  lab  teachers  and 
aides,  and  classroom  teachers. 

The  project  is  managed  by  a  program  director  at  the  American  Association  of  School  Administrators  (AASA), 
the  Nation's  oldest  and  largest  organization  of  school  superintendents  and  other  school  leaders.  Information 
about  OPT  is  shared  with  appropriate  State  MCH,  education,  and  mental  health  agencies  in  the  hope  that  future 
joint  efforts  will  evolve  as  OPT  is  disseminated  to  other  schools  and  communities.  In  addition.  AASA  plans  to 
use  its  access  to  school  gatekeepers  and  its  national  network  to  disseminate  results  of  the  pilot  and  help  other 
urban  communities  adopt  the  model. 


i  62  Adolescent  Health  Report 


EVALUATION:  Participants  are  followed  from  OPT  entry  through  their  1 8th  birthdays.  Specific  indicators 
measured  each  year  are  absenteeism,  tardiness,  grades,  test  performance,  problem  behaviors,  educational 
aspirations  and  expectations,  locus  of  control,  self-esteem,  depression,  reproductive  knowledge,  family 
relationships,  delinquent  behavior,  entry  into  sexual  activity,  contraceptive  use,  pregnancy,  drug  use,  illegal 
behavior,  and  incarceration.  Analytical  subgroups  will  be  formed  to  assess  whether  OPT  has  had  more  or  less  of 
an  effect  on  certain  populations.  At  the  age  when  students  should  be  graduating  from  high  school,  a  simple 
comparison  will  be  made,  according  to  the  treatment  group,  of  the  proportion  (1)  becoming  single  parents,  (2) 
completing  high  school,  (3)  arrested  and/or  incarcerated,  or  (4)  using  drugs.  The  evaluation  will  detect 
statistically  significant  differences  between  the  treatment  and  control  groups  of  10  percent  and  above,  at  the  5- 
percent  level,  one-tailed  test,  80-percent  power. 

EXPERIENCE  TO  DATE:  More  than  1,000  fourth,  fifth,  sixth,  and  seventh  graders — low  income,  urban,  and 
mostly  minority — are  participating  in  this  multidimensional  prevention  program.  At  least  700  are  included  in  the 
9-year  longitudinal  evaluation.  Through  student  and  family  advocacy,  children  and  families  have  received  case 
management,  crisis  counseling,  individual  and  family  counseling,  and  links  to  health  and  other  human  services. 
Students  who  began  participation  in  1991  have  now  received  2  years  of  life  planning  education,  1  or  more  years 
of  higher  order  thinking  skills  training,  a  semester  or  more  of  service  learning,  and  transitional  counseling  and 
booster  sessions  of  life  planning  education  during  the  first  year  in  middle  school  or  junior  high. 
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Violence  and  Unintentional  Injury  Prevention 


More  children  and  adolescents  die  or  suffer  harm  from  accidental  and  intentional  injury  than  from  any  other 
cause.  The  leading  causes  of  injury  deaths  for  adolescents  are  accidents,  homicide,  and  suicide. 

MCHB's  Injury  Prevention  Program  supports  the  acquisition  and  dissemination  of  knowledge  about  the 
incidence  of  injury  and  violence,  the  contributing  factors,  effective  interventions,  and  a  wide  range  of  other 
activities  to  prevent  injury  and  violence,  such  as  legislation  and  technology  innovation. 

In  1990,  MCHB  established  the  Children's  Safety  Network  (CSN)  to  provide  technical  assistance  and  training  in 
injury  prevention  to  States  and  communities  and  to  foster  the  development  and  inclusion  of  injury  and  violence 
prevention  strategies  within  maternal  and  child  health  services,  programs,  and  organizations.  In  1992,  CSN  was 
expanded  to  include  new  resource  centers  focusing  on  special  issues:  Rural  injuries,  adolescent  violence, 
economics  and  insurance,  and  data.  " 

Grants  in  injury  and  violence  prevention  supported  thorough  SPRANS  and  other  MCHB-funded  projects  range 
in  scope  from  drowning  prevention  to  the  prevention  of  violence  among  adolescents. 


Injury  Prevention  Targeted  Resource  Center, 

MCHIP 

Data  Analysis  Resource  Center:   Resource 

MCJ-063A24 

Center  for  Utilizing  Injury  Data  for  Prevention 

10/01/92-09/30/95 

San  Diego  State  University  Foundation 

Project  Director(s): 

5 1 78  College  Avenue 

Janice  Yuwiler,  M.P.H. 

San  Diego,  C A  92182-1900 

Contact  Person: 

(619)  594-3691  or  594-5731 

April  Rice 

(619)  582-9164  fax 

PROBLEM:  Injuries  remain  the  leading  cause  of  death  and  disability  among  children  and  adolescents  in  the 
United  States.  National  recognition  of  the  need  to  systematically  address  injuries  as  a  public  health  problem  is 
growing.  The  key  to  this  systematic  approach  is  the  ability  to  obtain  and  use  injury  data  to  target,  develop,  and 
evaluate  injury  prevention  interventions.  While  mortality  data  are  available,  such  information  is  not  generally 
included  in  needs  assessments  conducted  by  State  Maternal  and  Child  Health  agencies.  Morbidity  data  are  much 
less  available  and  data  on  the  circumstances  of  injury  events  are  almost  entirely  missing.  Yet  it  is  an 
understanding  of  who,  what,  where,  when,  how,  and  why  that  has  guided  the  injury  field's  most  stunning 
successes.  A  concerted  effort  is  needed  to  improve  the  quantity  and  quality  of  injury  data  available  and  to 
provide  technical  assistance  to  regional  and  State  MCH  agencies  on  how  to  obtain  and  use  this  data  in  their 
injury  prevention  needs  assessments. 

GOALS  AND  OBJECTIVES:  The  main  goal  of  this  project  is  to  reduce  intentional  and  unintentional  injuries  of 
children  and  adolescents  in  the  United  States  by  enhancing  the  ability  of  regional  and  State  MCH  agencies  to 
obtain  and  use  injury  data  to  develop  effective  intervention  strategies  and  programs.  The  project  provides  a 
range  of  training  and  technical  assistance  in  data  source  identification,  data  collection,  analysis  and  needs 
assessment,  and  data-driven  program  planning.  The  second  focus  of  the  technical  assistance  center  is  to  identify 
and  strengthen  the  injury  information  collected  in  existing  data  bases  available  through  national  and  State 
sources,  including  the  National  Center  for  Health  Statistics,  National  Highway  Traffic  Safety  Administration, 
and  Centers  for  Disease  Control  and  Prevention. 


METHODOLOGY:  The  project  provides  focused  technical  assistance  on  injury  data  identification,  collection, 
and  use  to  regional,  State,  and  local  MCH  agencies.  Technical  assistance  includes  telephone  and  onsite 
consultations,  development  of  technical  assistance  documents,  and  participation  in  national,  regional,  and  State 
conferences  as  faculty  or  presenters.  The  project  works  with  national.  State,  and  local  experts,  agencies,  and 
professional  organizations  to  develop  and  implement  strategies  to  enhance  the  ability  of  existing  data  sources  to 
provide  needed  data  on  the  nature,  cause,  severity,  cost,  and  circumstances  of  injuries.  In  addition,  project  staff 
coordinate  a  monthly  teleconference  between  the  Maternal  and  Child  Health  Bureau  (MCHB)  and  members  of 
the  Children's  Safety  Network  to  ensure  coordination,  maximum  use  of  resources  and  expertise,  and  immediate 
dissemination  of  findings  and  technical  assistance  strategies.  Project  results  are  disseminated  nationwide 
through  technical  assistance  documents  and  through  presentations  and  papers  at  national,  regional,  and  State 
conferences. 

Project  staff  work  closely  with  the  other  Children's  Safety  Network  sites  and  regional,  State,  and  local  MCH 
agencies,  specifically  MCH  staff  in  Regions  V,  VI,  VII,  VIII,  IX,  and  X. 

EVALUATION:  The  evaluation  does  not  attempt  to  show  a  reduction  in  child  and  adolescent  injuries  because 
of  the  project's  3-year  time  span  and  lack  of  available  population-based,  cause-specific  injury  morbidity  data. 
The  basic  evaluation  will  determine  whether  States  receiving  focused  technical  assistance  are  amassing  and 
using  injury  data  to  assess,  identify,  and  target  injury  prevention  efforts,  and  the  impact  of  national.  State,  and 
local  efforts  to  enhance  the  quality  of  existing  sources  of  injury  data.  The  project  maintains  logs  of  technical 
assistance  provided  and  materials  distributed.  Impact  is  determined  by  changes  in  the  use  of  data  by  State  MCH 
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agencies,  the  type  and  nature  of  technical  assistance  requests  received  by  the  project,  and  the  quantity  and  quahty 
of  injury  data  available  to  program  planners.  These  factors  are  evaluated  annually  and  technical  assistance 
approaches  are  adjusted  accordingly.  The  evaluation  also  documents  difficulties  in  addressing  specific  data 
issues  and  the  strategies  that  were  used  successfully.  Project  staff  will  carefully  document  progress,  extract 
findings  for  national  dissemination,  and  develop  final  recommendations  to  MCHB  regarding  the  direction  of 
future  efforts  to  support  and  strengthen  the  ability  of  regional  and  State  MCH  agencies  to  access  and  use  injury 
data  in  order  to  assess  and  target  injury  interventions. 

EXPERIENCE  TO  DATE:  The  status  of  individual  State  capacity  for  childhood  injury  control  was  reviewed 
and  States  in  Regions  III,  IV,  V,  VI,  VII,  VII,  IX,  and  X  were  targeted  to  receive  indcplh  technical  assistance  on 
obtaining  and  using  injury  data  for  program  planning.  Project  staff  have  developed  a  fatal  injury  spreadsheet  to 
assist  in  analyzing  injury  data.  This  spreadsheet  has  been  adopted  or  will  be  adopted  by  27  States.  Project  staff 
have  responded  and  will  continue  to  respond  to  individual  requests  for  technical  assistance  from  regional  and 
State  MCH  agencies  and  the  injury  control  community  at  large.  An  injury  data  source  data  base  with  more  than 
600  entries  has  been  published  in  addition  to  other  technical  assistance  documents.  Additional  technical 
assistance  documents  will  be  published  in  project  year  3.  Project  staff  have  been  working  with  the  National 
Center  for  Health  Statistics  to  evaluate  and  revise  the  ICD-9-CM  E-codc  tabular  list,  alphabetic  index,  and 
coding  guidelines;  on  the  emergency  medical  services  (EMS)  Prehospital  Data  Element  Dictionary,  and  with  the 
Healthy  People  2000  Consortium  to  revise  the  injury  objectives,  identify  data  sources,  and  develop  comparable 
State-level  data  sources. 


PACT  for  Alternatives  to  Violence  and  Abuse  MCHIP 

Contra  Costa  County  Health  Services  Department  MCJ-063A09 

Prevention  Program  10/01/90-09/30/95 

75  Santa  Barbara  Road  Project  Dircctor(s): 

Pleasant  Hill,  CA   94523  Lari-v  Cohen.  M.S.W. 

(510)  646-651 1  "Contact  Person: 

(510)  646-6520  fax  Nancy  Baer.  M.S.W. 


PROBLEM:  Intentional  injuries  among  adolescents  are  a  serious  concern  nationally  and  in  Contra  Costa 
County,  CA.  Recent  local  statistics  reveal  that  intentional  injuries  are  the  .second  leading  cause  of  death  among 
adolescents  ages  15-19,  and  that  firearms  and  cutting/piercing  cause  39  percent  of  all  deaths  for  this  population. 
The  same  local  study  revealed  that  African-American  males  have  the  greatest  risk  of  fatal  injury.  In  two  of  the 
project's  three  target  communities,  15  adolescents  died  from  violence  from  July  1993  to  June  1994. 

For  every  death  due  to  injuries  (ages  0-19)  there  are  an  estimated  45  hospitalizations  and  1,300  visits  to 
emergency  rooms.  Sexual  assault  is  even  more  concealed,  yet  the  overall  rate  of  rape  in  the  United  States 
increased  21  percent  from  1977  to  1984.  One  in  five  girls  ages  12-19  report  someone  trying  to  force  them  to 
have  sex.  Recently,  the  local  Rape  Crisis  Center  reported  that  a  number  of  gang  rapes  took  place. 

GOALS  AND  OBJECTIVES:  The  project's  overall  goal  is  to  establish  and  institutionalize  violence  prevention 
programs  and  policies  within  all  appropriate  sectors  of  the  target  communities.  This  will  lead  to  an  eventual 
reduction  in  intentional  injuries  to  adolescents  in  seven  selected  target  neighborhoods  in  Richmond.  North 
Richmond,  and  San  Pablo,  CA.  The  following  objectives  relate  specifically  to  the  strategies  identified  to 
accomplish  the  project's  overall  goal: 

1.     Provide  youth  violence  prevention  leadership  training; 

J  68  Adolescent  Health  Report 


2.  Enable  trained  youths  to  advocate  to  other  youths  and  adults; 

3.  Encourage  outreach  by  community-based  organizations  to  adults,  organizations,  and  specific  cultural 
groups; 

4.  Maintain  ongoing  advisory  and  implementation  committees  to  guide  overall  project  direction; 

5.  Maintain  linkages  with  key  human  service  organizations  and  institutions; 

6.  Link  with  regional  and  statewide  violence  prevention  efforts; 

7.  Strengthen  the  capability  of  the  Health  Department  to  address  violence  prevention  issues; 

8.  Develop  violence  prevention  policy  initiatives  and/or  organizational  changes; 

9.  Develop  and  conduct  a  public  information  strategy; 

10.  Disseminate  project  materials  and  findings;  and 

1 1 .  Develop  resources  for  continuing  violence  prevention  efforts. 

METHODOLOGY:  The  community-based  agencies  involved  in  the  project  provide  direct  violence  prevention 
services  for  youth  and  the  community,  with  coordination  of  agency  efforts  provided  by  the  county  health 
department.  Violence  Prevention  Leadership  Training,  the  core  of  the  youth  component,  uses  a  biweekly 
meeting  format  and  a  variety  of  interactive  discussion  and  educational/cultural  activities  throughout  the  year. 
The  training  is  provided  by  three  community-based  contract  agencies.  Trained  youth  participate  in  additional 
outreach  opportunities  such  as  presentations  and  peer  leadership  within  agencies.  Agencies  provide  additional 
youth  violence  prevention  activities  within  the  scope  of  their  existing  in-house  programs,  such  as  school  or 
community  forums  and  cultural  and  recreational  events. 

Such  communitywide  activities  as  Increase  the  Peace  Month,  initiated  and  cosponsored  by  the  project  in  April 
1994,  involved  an  array  of  institutions,  individuals,  and  community  groups  in  a  month-long  series  of  events  with 
violence  prevention  themes,  fostering  broader  awareness  and  substantial  community  involvement.  The  project 
has  also  undertaken  significant  activity  in  the  policy  arena  relating  to  local  strategies  to  decrease  access  to  guns 
and  ammunition.  The  focus  has  been  primarily  on  enhancing  local  compliance  with  existing  law,  which 
regulates  federally  licensed  firearms  dealers. 

This  project  is  the  State  of  California's  Health  Department's  demonstration  project  for  violence  prevention. 
Project  staff  maintain  liaison  with  State  staff  from  the  Maternal  and  Child  Health  (MCH)  Division  and 
Emergency  Preparedness  and  Injury  Control  (EPIC)  Unit.  They  also  attend  a  semiannual  statewide  meeting  of 
injury  prevention  projects  hosted  by  MCH/EPIC.  Tools  for  Violence  Prevention  is  being  developed  as  a  product 
of  the  State/local  demonstration.  Project  staff  also  provided  liaison  to  the  California  Wellness  Foundation's 
violence  prevention  initiative  and  collaborates  with  other  violence  prevention  projects  across  the  region.  State, 
and  Nation. 


EVALUATION:  The  evaluation  plan  concentrates  on  assessing  two  major  components,  the  community-based 
coalition  and  the  adolescents.  Evaluation  of  the  effectiveness  of  the  coalition  has  four  key  elements: 

1 .  Examine  the  challenging  early  phase  of  implementation  to  glean  lessons  relevant  to  the  field  of  violence 
prevention; 

2.  Examine  the  linkages  and  collaboration  among  coalition  members  as  a  result  of  participation; 

3.  Assess  the  impact  of  project  activities  on  the  broader  community;  and 

4.  Examine  the  impact  on  agencies  of  initiating  and  maintaining  a  violence  prevention  component. 

Violence  Prevention  Leadership  Trainees  are  being  evaluated  ( 1 )  or  changes  in  knowledge  and  attitudes  and  (2) 
to  assess  their  ability  to  transfer  knowledge  to  other  adolescents.  Evaluation  measures  are  a  6-month  data 
tracking  study  of  Youth  Leader  involvement  in  project  activities,  and  a  school  study  that  assessed  Youth  Leader 
presentations  to  peers  using  a  pretest/posttest  design  and  control  group. 
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Process  evaluation  is  ongoing  to  help  improve  project  management  and  coordination.  The  project  evaluator 
assesses  the  extent  to  which  major  project  activities  meet  identified  goals.  Project  staff  keep  notes  of  key  issues, 
successes,  and  challenges,  and  maintain  meeting  agendas  and  minutes,  which  serve  as  an  ongoing  project  record. 

EXPERIENCE  TO  DATE:  Violence  Prevention  Leadership  Training  was  provided  to  a  core  group  of  27 
African- American,  Laotian,  and  Latino  adolescents.  A  weekend  retreat  was  designed  as  the  core  of  the  training 
format,  with  monthly  meetings,  special  events,  and  activities  providing  ongoing  reinforcement  and  support. 
Agency-based  discussion  groups,  educational  field  trips,  and  technical  training  helped  develop  additional  skills 
and  awareness.  Youth  leaders  used  acquired  skills  to  advocate  for  violence  prevention  through  presentations, 
five  performing  arts  productions,  leadership  in  a  countywide  youth  summit,  and  discussion  groups  and  activities 
with  younger  adolescents. 

Youth  activities  were  the  foundation  for  a  broader  effort  to  change  policy.  In  many  cases,  these  efforts  catalyzed 
policy  change  throughout  the  entire  San  Francisco  Bay  Area,  the  State,  and  even  the  Nation.  The  centerpiece 
was  the  Increase  the  Peace  Month  campaign.  The  coalition  also  focused  on  gun  policy,  after  learning  that  a  high 
percentage  of  Contra  Costa's  homicides  were  gun  related.  Although  California  is  one  of  3S  States  in  which  most 
local  regulation  of  guns  is  preempted  by  State  law,  the  coalition  is  documenting  the  number  of  gun  dealers  and 
intensively  studying  the  impacts  of  firearm  violence.  The  project  has  developed  unique  local  approaches,  despite 
preemption,  and  is  urging  the  county  to  look  at  regulation  of  and  surcharges  on  ammunition,  which  is  not 
preempted.  The  Prevention  Program  authored  a  Violence  Prevention  Action  Plan  for  the  county,  perhaps  the 
first  and  certainly  the  most  comprehensive  local  approach.  Efforts  have  culminated  m  the  action  plan  and  two 
gun-related  initiatives  placed  on  the  ballot  for  November. 


Program  Against  Violent  Events  (PAVE) 

EMSC 

Northwestern  University  Medical  School 

MCH- 174002 

Department  of  Preventive  Medicine 

10/01/94-09/30/96 

680  North  Lake  Shore  Drive 

Project  Director(s): 

Suite  1102 

Katharine  K.  Christoffel.  M.D.. 

Chicago,  IL   60611 

M.P.H. 

(312)  880-3830  or  4412 

Contact  Person: 

(312)  281-4237  fax 

Karen  M.  Sheehan 

PROBLEM:  Injuries  from  gun  assaults  have  dramatically  increased  in  recent  years.  Homicide  is  the  leading 
cause  of  death  for  black  male  youth.  Eighty  percent  of  these  deaths  involved  firearms.  Effective  interventions 
for  preventing  violence  are  lacking. 

GOALS  AND  OBJECTIVES:  The  goal  of  this  project  is  to  develop  and  evaluate  effective  intervention  models 
that  contribute  to  reducing  both  the  incidence  and  the  lethality  of  violence. 

Development  of  a  peer  role  model  intervention  will  be  the  first  component  of  the  project. 

In  the  second  part  of  the  project,  EMSC  personnel  will  be  trained  to  be  violence  prevention  educators. 

METHODOLOGY:  The  Department  of  Preventive  Medicine,  Northwestern  University  Medical  School, 
working  closely  with  the  Department  of  Pediatrics,  Children's  Memorial  Hospital,  is  joining  forces  with  a 
community-based  organization,  Cabrini  Green  Youth  Program  (CGYP),  to  develop  a  multifaceted  approach  to 
decrease  violent  injuries  among  urban  youth.  CGYP,  a  10-year-old  program,  serves  Cabrini  Green,  a  nationally 
known  pocket  of  inner-city  poverty  and  violence.  One  of  its  13  weekly  activities  involves  adolescents  teaching 
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younger  children  about  risky  behaviors.  Assessment  of  the  efficacy  of  the  CGYP  peer  modehng  intervention 
requires  a  systematic  approach.  It  will  require  establishing  a  data  base,  obtaining  baseline  data  and  serial 
measurements,  developing  and  presenting  the  violence  prevention  curriculum,  and  evaluating  the  curriculum's 
effects.  Twenty  adolescents,  with  guidance,  will  develop  10  violence  prevention  activities  per  year  to  teach  60 
children  ages  6  through  12. 

Producing  violence  prevention  educators  also  requires  a  stepwise  plan — developing  a  new  EMSC  product, 
providing  EMSC  training,  and  making  public  education  presentations.  The  EMSC  product  will  include  a  slide 
set  and  lecture  materials  that  EMSC  personnel  will  be  able  to  use  for  future  public  speaking  efforts.  They  will 
also  attend  a  2-day  seminar  on  effective  public  speaking.  Some  veteran  EMSC  personnel  will  be  enlisted  to 
become  EMSC  trainers  and  will  play  a  significant  role  in  teaching  the  next  group  of  EMSC  personnel. 

EVALUATION:  Several  outcome  measures  will  be  used  to  assess  the  effectiveness  of  the  CGYP  peer 
mentoring.  The  adolescents  will  take  a  self-image  survey  three  times  in  the  next  2  years  to  measure  changes  in 
their  self-esteem.  The  CGYP  6-  to  12-year-old  children  will  be  compared  with  a  control  group  of  Cabrini  Green 
children  who  are  not  in  CGYP.  Three  serial  outcome  measures  will  be  used — a  violence  knowledge  study, 
school  behavior,  and  emergency  department  use. 

To  assess  the  effectiveness  of  EMSC  training,  EMSC  personnel  will  keep  track  of  how  many  lectures  they  give. 
A  clipping  service  will  be  retained  to  ascertain  media  coverage. 


Midwest  Regional  Childhood  Injury  Prevention 

EMSC 

and  Control  Conference 

MCJ-209411 

University  of  Kansas 

10/01/94-09/30/96 

Medical  Center 

Project  Director{s): 

Child  Development  Unit 

Donna  K.  Daily,  M.D. 

3901  Rainbow  Boulevard 

Contact  Person: 

Kansas  City,  KS  66160-7340 

Ronda  G.  Barrett 

(913)  588-5900 

(913)  588-5916  fax 

PROBLEM:  Injuries  are  the  leading  cause  of  death  for  children  and  youth  ages  1-19  in  the  United  States. 
According  to  the  national  SAFE  KIDS  campaign,  nearly  8,000  children  ages  1-14  die  from  preventable  injuries 
each  year  and  another  50,000  are  permanently  disabled.  Intentional  injuries  are  also  increasing.  Christoffel 
found  that  for  the  years  1985-89,  there  was  a  25-percent  increase  in  firearm  deaths  of  children  ages  1-19, 
including  deaths  from  homicides  and  suicides  as  well  as  unintended  deaths.  For  Region  VII  in  1992,  the  leading 
causes  of  injury  death  for  children  ages  0-19  were  motor  vehicle  collisions,  followed  by  homicides  and  suicides. 
Injuries  are  often  viewed  as  "accidents"  or  acts  of  fate  over  which  parents  and  their  children  have  no  control.  As 
a  result,  the  issue  of  childhood  injury  has  not  received  the  attention  necessary  to  effectively  implement 
intervention  strategies. 

This  regional  conference  will  focus  attention  on  both  intentional  and  unintended  injuries  that  lead  to  the  death 
and  disability  of  our  youngest  citizens.  It  will  address  seven  of  the  Healthy  People  2000  objectives  that  relate  to 
childhood  injury.  National  and  regional  experts  in  the  areas  of  injury  prevention  and  control  will  present  current 
research  on  childhood  injury  and  effective  intervention  programs.  The  program  will  offer  continuing  education 
for  MCH  professionals  working  in  public,  private,  and  voluntary  settings  at  the  State  and  local  levels  and  for 
other  injury  prevention  professionals  such  as  community  mental  health  workers  and  law  enforcement,  fire,  and 
emergency  personnel.  Participants  will  explore  strategies  for  local  collaboration  and  grassroots  activity  and 
network  with  professionals  from  other  disciplines.  In  addition,  the  opening  sessions  of  the  conference  will 
include  a  live  satellite  uplink  with  downlink  to  20  sites  in  each  State  with  a  targeted  minimum  attendance  of  25 
MCH  and  other  related  professionals  at  each  site  in  Kansas,  Missouri,  Nebraska,  and  Iowa.  A  multicultural 
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perspective  will  be  provided  so  that  conference  participants  will  gain  an  understanding  of  injury  prevention 
issues  and  their  effect  on  all  residents  of  our  communities. 


GOALS  AND  OBJECTIVES:  The  goal  of  the  Midwest  Regional  Childhood  Injury  Prevention  and  Control 
Conference  is  to  increase  knowledge,  skills,  and  abilities  necessary  to  reduce  childhood  injuries  in  the  Region 
VII  States  and  communities.  This  conference  will  provide  an  opportunity  for  professionals  who  work  with 
mothers  and  children  to  collaborate  on  strategies  for  childhood  injuries  prevention.  The  conference  will 
disseminate  and  discuss  current  research  on  intentional  and  unintentional  injuries.  It  will  create  an  arena  where 
MCH  professionals,  law  enforcement  professionals,  and  fire  and  emergency  personnel  will  begin  or  expand  on 
collaborative  efforts  in  their  communities. 

At  the  completion  of  this  conference,  participants  will  be  able  to: 

1.  Describe  the  most  frequently  occurring  injuries  in  Region  VII; 

2.  Discuss  the  impact  of  injury  on  the  population  served; 

3.  Identify  prevention  strategies  that  professionals  could  use  in  their  work  settings; 

4.  Discuss  the  role  that  substance  use  and  abuse  play  in  injury;  and 

5.  Describe  ways  to  access  complementary  disciplines  in  the  participant's  home  community  to  join  in  injury 
prevention  efforts. 

METHODOLOGY:  This  conference  will  focus  the  attention  of  MCH  professionals,  law  enforcement, 

community  mental  health,  fire,  and  emergency  personnel  on  the  area  of  intentional  and  unintentional  childhood 
injury.  During  the  2-day  conference  format,  researchers  and  injury  prevention  professionals  will  present  current 
research  and  program  strategics  on  injury  prevention.  Each  day  will  contain  a  plenary  session  with  speakers  of 
regional  and/or  national  prominence.  Day  1  of  the  conference  will  provide  a  long-distance  learning  program 
with  a  live  satellite  uplink  of  the  plenary  sessions  and  anticipated  downlinks  to  school  districts  and  hospitals  in 
the  four-State  area.  Concurrent  sessions  in  the  afternoons  will  feature  speakers  and/or  panels  who  will  cover 
research  as  well  as  exemplary  programs  on  various  types  of  intentional  and  unintentional  injury.  The  conference 
faculty  will  include  invited  presentations,  submitted  presentations,  and  invited  panels.  Examples  of  concurrent 
sessions  include  intentional  injuries  such  as  suicide,  homicide,  and  assaults;  farm  injuries;  water  safety;  firearm 
injuries;  and  incorporating  alcohol  abuse  prevention  with  injury  prevention.  The  final  afternoon's  concurrent 
session  will  involve  3-hour  hands-on,  skill-building  sessions  that  will  assist  MCH  personnel  in  learning  to  use 
proven  injury  prevention  strategies  such  as  Safety  Town  and  Fire  Safety  House. 

Representatives  from  the  four  SAFE  KIDS  coalitions  from  Region  VII.  each  sponsored  by  its  Slate  health 
department,  have  been  meeting  to  discuss  the  possibility  of  a  cosponsored  regional  program  of  continuing 
education  in  childhood  injury.  These  SAFE 

KIDS  coordinators  typically  coordinate  activity  between  their  State's  MCH  and  injury  control  divisions. 
Working  with  the  SAFE  KIDS  coalitions  in  the  four  Stales,  the  University  of  Kansas  Medical  Center's  Child 
Development  Unit/Kansas  University  Affiliated  Program  and  the  Division  of  Continuing  Education.  University 
of  Kansas,  would  offer  an  educational  program  on  unintentional  and  intentional  childhood  injury  and  apply  for 
continuing  education  credits  in  the  nursing,  social  work,  child  care,  medicine,  law  enforcement,  paramedic,  and 
emergency  medical  technician  disciplines.  A  contract  for  video  uplink  production  will  be  made  with  another 
Kansas  Regents  institution,  Kansas  State  University.  Volunteers  from  the  SAre  KIDS  coalitions  from 
Nebraska,  Iowa,  Kansas,  and  Missouri  will  assist  in  selecting  the  program  and  the  overall  planning  committees 
for  this  continuing  education  conference.  The  coalitions  will  also  assist  in  publicity  in  their  States. 

EVALUATION:  The  evaluation  for  this  continuing  education  program  must  meet  the  criteria  of  multiple 
accreditation  organizations.  The  course  evaluation  will  rate  the  overall  conference  and  long-distance  learning 
programs  for  course  content,  registration  procedures,  and  course  location.  Evaluation  will  include  asking 
whether  the  conference  goals  and  objectives  were  met.  In  addition,  the  presenters  of  concurrent  and  plenary 
sessions  will  be  evaluated.  Participants  will  be  given  the  opportunity  to  include  written  comments  on  the 
presenters,  facilities,  breaks,  and  so  on;  suggestions  for  improvement  of  future  programs;  topics  of  interest  for 
future  programs;  and  general  comments  about  the  program. 
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Children's  Safety  Network  Economics  and 

MCHIP 

Insurance  Resource  Center 

MCH-243A50 

National  Public  Services  Research  Institute 

01/25/93-09/30/95 

8201  Corporate  Drive,  Suite  220 

Project  Director(s): 

Landover,  MD   20785 

Ted  Miller,  Ph.D. 

(301)  731-9891,  xl03 

(301)  731-6649  fax 

PROBLEM:  Injury,  the  leading  health  problem  of  children  ages  0-21,  causes  the  most  deaths  and  medical 
spending.  Despite  injury's  importance  as  a  health  problem  and  its  susceptibility  to  prevention,  third-party  payers 
fund  little  injury  prevention.  Data  on  childhood  injury  costs  and  cost-benefit  analyses  of  preventive  devices  and 
services  also  are  sparse. 

GOALS  AND  OBJECTIVES:  This  project's  goal  is  to  (a)  increase  third-party  payer  spending  on  and  coverage 
of  childhood  injury  prevention,  including  under  health  care  reform,  and  (b)  forge  child  safety  partnerships  with 
payers — auto  and  home  insurers,  health  insurers,  and  health  maintenance  organizations.  A  secondary  goal  is  to 
provide  childhood  injury  cost,  cost-benefit,  and  policy  analyses  that  support  injury  prevention  efforts.  In 
pursuing  these  goals,  the  third-year  objectives  are  to: 

1.  Disseminate  and  refine  guidance  on  strategies  for  forming  child  safety  partnerships  with  payers; 

2.  Perform  cost-benefit  analyses,  with  benefits  viewed  from  an  insurer's  and  society's  perspectives,  of  at  least 
two  preventive  measures; 

3.  Provide  technical  assistance  to  at  least  150  State  MCH  agencies  and  other  organizations  working  to  prevent 
child  injuries; 

4.  Work  proactively  on  coverage  issues  with  medicaid  or  Aid  to  Families  with  Dependent  Children  (AFDC)  in 
at  least  three  States; 

5.  Work  proactively  on  injury  prevention  with  at  least  four  large  insurers; 

6.  Fill  at  least  three  gaps  in  our  knowledge  of  childhood  injury  costs;  and 

7.  Develop  at  least  three  fact  sheets  about  costs  and  benefits  of  preventive  measures,  costs  of  child  injuries,  and 
who  pays. 

METHODOLOGY:  This  project  is  guided  by  the  Children's  Safety  Network  Advisory  Board  and  gets  input 
from  the  150  State  and  local  injury  coalitions  coordinated  by  the  project's  subcontractor,  the  National  SAFE 
KIDS  Campaign.  The  project  is  also  aided  by  a  supplemental  Insurer  Resources  Group. 

The  center  provides  child  injury  prevenfion  activists  and  insurers  with  the  resources  to  develop  safety 
partnerships.  Technical  assistance  ranges  from  performing  cost-benefit  analyses  of  prevention  measures  to 
providing  entree  to  insurers,  and  from  strategizing  and  networking  to  providing  a  legal  perspective.  If  capacity 
becomes  tight,  preference  for  technical  assistance  support  will  go  to  federally  funded  MCH  providers  and  to 
agencies  targeting  low-income  or  minority  populations. 

The  project  esUmates  costs  of  crime  to  victims,  child-occupant  injury  costs,  bicyclist  injury  costs,  and  drunk- 
driving  costs  for  individual  States.  The  requesting  organization  must  supply  injury  incidence  except  for  crime 
costs.  Other  costs  estimates  available  include  child  firearm  injuries,  child  fire  and  scald  burns,  drownings,  and 
poisonings.  Estimates  of  who  pays  the  costs  are  available. 

Safety  interventions  that  may  be  targeted  for  cost-benefit  analysis  include  smoke  detectors,  scald  protectors, 
violence  intervention,  and  a  bottle  of  Ipecac.  Other  nominations  are  welcomed. 
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EVALUATION:  Followup  mailings  and  phone  calls  track  outcomes. 

EXPERIENCE  TO  DATE:  The  project  developed  strategy  guidance  on  forming  child  safety  partnerships  with 
insurers.  The  guidance  explains  insurance  jargon,  the  regulatory  constraints  binding  third-party  payers,  and 
effective  ways  to  influence  payer  decisions.  The  guidance  deals  separately  with  medicaid,  private  health  care 
payers,  auto  insurers,  and  residential/commercial  property  insurers.  Partnership  opportunities  arc  cataloged. 
Examples  drawn  from  safety  programs  across  the  country  enrich  the  document. 

As  project  publications  document,  each  $1  spent  on  child  safety  seats  or  bicycle  helmets  for  children  saves  at 
least  $2  in  medical  spending.  Poison  control  centers,  sobriety  checkpoints,  injury  prevention  counseling  by 
pediatricians,  regionalized  trauma  care,  and  nurse  home  visits  for  child  abuse  and  unintended  injury  prevention 
all  save  money.  These  interventions  typically  offer  insurers  savings  exceeding  iheir  costs.  Insurers,  especially 
medicaid,  can  lower  costs  by  increasing  use  of  proven  interventions  and  by  reducing  their  misuse. 

The  project's  analyses  show  that  injury  is  the  leading  cause  of  child  hospitalization  and  medical  spending. 
Project  staff  updated  national  counts  and  costs  of  injury  and  life  years  lost  to  child  injury  deaths.  Staff  also 
examined  the  costs  of  violence  against  children  and  the  costs  of  family  injuries  to  employers. 

AFDC  offers  Federal  matching  funds  for  States  that  buy  child  safety  seals,  smoke  detectors,  etc.,  for  recipients. 
Project  staff  are  developing  a  strategy  document  available  to  guide  States  interested  in  using  this  mechanism. 
AFDC  programs  in  North  Dakota  and  Minnesota  currently  cover  child  seats. 

Another  product  discusses  liability  and  insurance  issues  for  programs  that  give  away  or  loan  safety  devices  or 
that  hold  bicycle  rodeos  and  similar  special  events.  This  product  benefited  from  extensive  insurer  input. 

In  its  first  19  months,  the  project  responded  to  432  technical  assistance  requests.  These  requests  came  from  47 
States  and  the  District  of  Columbia. 


Partnerships  in  Injury  Prevention  (PIP) 

MCHIP 

Maryland  Department  of  Health  and  Mental 

MCJ-243A07 

Hygiene 

10/01/90-09/30/95 

Local  and  Family  Health  Administration 

Project  Director(s): 

Division  of  Injury  and  Disability  Prevention  and 

Ellen  R.  Schmidt 

Rehabilitation 

Contact  Person: 

201  West  Preston  Street.  Room  302 

Robin  Stearn 

Baltimore,  MD   2 1 20 1 

(410)  225-5780 

(410)  333-7279  fax 

PROBLEM:  Injuries  are  the  leading  cause  of  death  in  the  United  States  during  the  first  four  decades  of  life, 
especially  among  children  over  1  year  of  age,  and  are  responsible  for  44  percent  of  all  deaths  among  children 
ages  1-4,51  percent  of  those  ages  5-9,  58  percent  of  those  ages  10-14,  and  55  percent  of  those  ages  15-19. 
However,  injury  deaths  alone  greatly  underestimate  the  magnitude  of  the  problem.  For  every  injury  death 
among  children  under  20  years  old,  there  were  45  hospitalizations,  1,300  emergency  department  visits,  and  even 
greater  numbers  of  physician  contacts  and  untreated  injuries.  The  leading  causes  of  fatal  and  nonfatal  injuries 
and  disabilities  among  children  and  adolescents  include  motor  vehicle  crashes,  house  fires,  suffocation, 
homicide,  suicide,  poisonings,  drownings,  and  falls. 

In  Maryland,  injuries  were  responsible  for  54  percent  of  all  deaths  among  children  1^  years  old.  33.4  percent  of 
those  5-9  years,  37.3  percent  of  those  10-14  years,  and  55  percent  of  those  15-19  years.  In  the  1991  report 
"Injuries  In  Maryland."  it  was  determined  that  the  leading  causes  of  injury  deaths  of  children  in  Maryland  vary 
by  age,  but  that  transportation-related  deaths  are  the  leading  overall  cause  of  injury  death  in  all  children  ages  19 
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or  younger.  Homicide  is  a  leading  cause  of  injury  death  in  those  under  1  year  of  age  and  is  ranked  second  for 
those  15-19  years.  Fire-related  deaths  accounted  for  41  percent  of  the  injury  deaths  in  children  1-9  years.  Other 
leading  causes  of  injury  death  of  children  in  Maryland  include  drowning  and  suicide.  In  the  1993  report 
"Injuries  in  Maryland:  Issues  and  Opportunities,"  it  was  reported  that  the  greatest  number  of  identifiable 
nonfatal  injuries  for  children  ages  19  or  younger  were  due  to  bums,  head  injuries,  and  poisonings. 

The  mission  of  the  Division  of  Injury  and  Disability  Prevention  and  Rehabilitation  (DIDPR)  is  to  reduce  injury- 
related  mortality,  morbidity,  and  disability  among  Marylanders  by  increasing  knowledge  and  awareness  of  the 
problem  of  intentional  and  unmtentional  injuries,  and  by  assisting  in  the  development,  implementation,  and 
evaluation  of  prevention  strategies.  Recognizing  that  the  childhood  injury  problem  may  best  be  defined  and 
addressed  at  the  local  level,  DIDPR  and  Partnerships  in  Injury  Prevention  (PIP)  have  developed  State  and  local 
partnerships  in  injury  prevention  and  control,  and  this  process  is  continuing. 

GOALS  AND  OBJECTIVES:  The  goal  of  the  PIP  project  is  to  reduce  morbidity  and  mortality  due  to  selected 
childhood  injuries  in  four  Maryland  counties.  The  project  continues  to: 

1.  Assist  selected  local  health  departments  to  develop  and  sustain  childhood  injury  prevention  programs, 
including  surveillance,  community  involvement,  intervention,  and  evaluation; 

2.  Use  an  Organizational  Behavioral  Management  (OBM)  approach  and  an  eight-step  community-based  model 
to  help  counties  develop  these  programs;  and 

3.  Evaluate  the  effectiveness  of  providing  varying  levels  of  human  and  financial  resources  to  selected  counties 
in  sustaining  community-based  childhood  injury  prevention  programs. 

METHODOLOGY:  To  reduce  the  morbidity  and  mortality  caused  by  injuries  among  children,  it  is  necessary  to: 

1.  Enlist  the  community's  support  and  commitment  to  action; 

2.  Develop  a  broad-based  surveillance  system; 

3.  Identify  high-risk  groups  toward  which  to  target  effective  interventions; 

4.  Develop  program  implementation  resources;  and 

5.  Maintain  support  of  these  coalitions. 

Using  the  OBM  approach,  and  Communities  for  Child  Safety  (CCS)  training,  PIP  has  supported  the 
development  of  State,  local,  and  community  partnerships  to  create  and  sustain  childhood  injury  prevention 
activities  within  selected  counties. 

The  four  rural  counties  are  located  on  the  opposite  ends  of  the  State:  Allegany  and  Garrett  Counties  in  western 
Maryland  and  Queen  Anne's  and  Talbot  Counties  in  eastern  Maryland.  These  counties  were  selected  on  the 
basis  of  the  local  county  health  officer's  interest  and  data  that  indicated  the  impact  of  injuries  within  each 
individual  county.  The  identification  and  development  of  community  resources  to  be  mobilized  in  this  injury 
prevention  effort  have  been  facilitated  by  initial  CCS  local  group  training.  Locally  based  resource  development 
is  continuing.  Baseline  data  using  existing  surveillance  data  sources  have  been  provided  by  the  State. 
Implementation  and  evaluation  of  interventions  for  targeted  injuries  are  being  developed  by  the  community  with 
PIP  staff  and  consultants.  Injury  prevention  programs  and  interventions  are  currently  implemented  in  all  four 
target  counties. 

EVALUATION:  Process,  impact,  and  outcome  evaluation  are  the  ongoing  and  integral  parts  of  the  eight-step 
model  used  in  the  OBM  approach.  An  earlier  approach  has  integrated  the  OBM  and  CCS  approaches  into  a  joint 
evaluation  model.  Locally  led  focus  group  sessions  are  being  used  as  community  assessment  and  feedback  tools. 
Quarterly  reports  by  participating  counties  that  describe  the  results  of  the  community-based  needs  assessment 
and  progress  in  the  establishment  of  the  childhood  injury  prevention  programs  are  enabling  PIP  to  track  program 
activities  over  the  course  of  the  project  period. 
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EXPERIENCE  TO  DATE:  Major  activities  during  year  4  of  the  project  include: 

1.  Successful  ongoing  community-based  injury  prevention  activities  in  the  four  targeted  counties; 

2.  Further  development  of  an  enhanced  joint  OBM/CCS  evaluation  model; 

3.  Focus  group  training  of  local  coalition  members; 

4.  The  selection  of  Garrett  County  as  a  pilot  site  for  further  development  of  bicycle  helmet  study  site  selection 
methods  as  part  of  the  State-  and  community-based  Program  to  Prevent  Bicycle  Related  injuries; 

5.  The  successful  pursuit  by  CCS  teams  of  local  and  State  resources  including  minigrant  funding  through  the 
Centers  for  Disease  Control  and  Prevention,  the  Maryland  Department  of  Transportation,  and  the  Preventive 
Health  Block  Grant; 

6.  The  organizing  and  funding  of  training  programs  for  DIDPR  and  PIP  staff;  State,  county,  and  local  health 
personnel;  and  interested  groups; 

7.  Implementation  of  mandated  E-coding  to  strengthen  the  use  of  hospital  discharge  data  bases  for  defining 
problems  that  should  be  targeted  for  prevention  activities;  and 

8.  Further  consideration  of  means  to  enhance  Maryland's  injury  data  by  the  use  of  statewide  data  sources  and 
local  sources,  such  as  hospital  emergency  department  data,  school  health  records.  State  Fire  Marshal  data, 
and  Maryland  Uniform  Crime  Reports. 

The  PIP  project  is  on  course  and  is  meeting  program  goals  in  a  timely  fashion.  PIP  budgets  for  county  health 
departments,  including  monies  allocated  for  staff  positions,  have  been  drastically  cut.  However,  the  designated 
counties  continue  to  provide  quality  injury  prevention  programs.  As  a  result  of  the  OBM  approach.  Garrett  and 
Queen  Anne's  Counties  are  seeking  ways  to  continue  and  enhance  their  effective  programs  following  the 
project's  completion.  In  an  effort  to  assist  with  evaluation  efforts,  focus  group  training  will  be  provided  to  all 
four  counties  during  the  third  quarter. 


Children's  Safety  Network  National  Injury  and  MCHIP 

Violence  Prevention  Resource  Center  MCJ-253A21 

Education  Development  Center,  Inc.  10/01/92-09/30/97 

55  Chapel  Street  Project  Director(s): 
Newton,  MA  02 158- 1060                                                           Susan  S.  Gallagher.  M.P.H. 

(617)  969-7100,  ext.  2237  Contact  Person: 

(6 1 7)  244-3436  fax  Anara  Guard 


PROBLEM:  Unintentional  and  violence-related  injuries  are  a  major  public  health  problem  among  children  and 
adolescents,  especially  those  in  low-income  and  minority  groups.  Maternal  and  child  health  agencies,  because  of 
their  basic  mandate  to  address  the  health  of  children  and  adolescents.  Federal  directives  related  to  the  Healthy 
People  2000  objectives,  and  other  policy  initiatives,  need  to  address  the  prevention  of  childhood  injuries  to  a 
greater  extent  than  they  have  to  date.  Several  factors  contribute  to  this  inadequate  MCH  response  to  the  child 
and  adolescent  injury  problem:  Inadequate  service  systems  within  MCH  agencies  (especially  lack  of  a 
designated  coordinator,  inability  to  conduct  needs  assessments,  and  limited  prevention  strategies);  lack  of  trained 
staff;  and  inadequate  linkages  with  other  organizations  involved  in  injury  prevention. 

GOALS  AND  OBJECTIVES:  The  long-term  goal  of  the  Children's  Safety  Network  of  the  Education 
Development  Center  (CSN-EDC)  is  to  ensure  that  objectives  in  the  Maternal  and  Child  Health  Bureau's  10- Year 
Plan  for  Injury  Prevention  are  addressed  and  that  MCH  agencies  make  measurable  progress  toward  meeting  the 
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Healthy  People  2000  health  objectives.  The  primary  target  groups  are  State  MCH  directors,  State  MCH  injury 
contacts,  injury  prevention  liaisons  in  the  10  Public  Health  Service  Regional  Offices,  State  adolescent  health 
coordinators,  members  of  the  Association  of  Teachers  of  Maternal  and  Child  Health,  and  CSN  Targeted 
Resource  Centers. 

Specific  objectives  are  to: 

1.  Provide  MCH  agencies  with  information  and  assistance  on  both  injury  content  and  the  program  process  to 
increase  their  ability  to  address  the  injury-related  aspects  of  the  Healthy  People  2000  health  objectives; 

2.  Increase  the  knowledge  base  of  unintentional  injury  and  violence  prevention  in  MCH  academic  and  practice 
settings; 

3.  Enhance  the  linkage  between  State  MCH  agencies  and  other  agencies  that  address  child  and  adolescent 
health,  and  help  articulate  the  role  that  each  can  play  in  injury  prevention;  and 

4.  Maintain  ongoing  communication  with  and  responsiveness  to  the  MCHB  and  the  CSN  Advisory  Committee, 
and  to  coordinate  activities  with  MCHB,  CSN-National  Center  for  Education  in  Maternal  and  Child  Health, 
and  the  CSN  Targeted  Resource  Centers. 

METHODOLOGY:  Project  goals  and  objectives  will  be  accomplished  through  materials  development  and 
dissemination;  regular  mailings;  presentations  at  State,  regional,  and  national  meetings  and  conferences; 
publication  of  CSNotes;  telephone  and  onsite  proactive  and  reactive  technical  assistance;  referrals  to  other 
experts;  advocacy  and  outreach  for  policy  and  program  development;  development  and  facilitation  of  training 
workshops;  and  collecting  and  cataloging  materials  for  the  CSN-EDC  Resource  Library. 

EVALUATION:  Process  and  outcome  evaluations  will  be  conducted  through  an  annual  analysis  of  CSN-EDC's 
computerized  Contact  Forms  Database,  monthly  progress  reports,  resource  material  evaluations  by  target 
audiences,  written  workshop  evaluations,  feedback  from  target  groups  and  the  CSN  Advisory  Committee,  and 
tracking  changes  in  State  MCH  injury  programs  since  the  1991  national  assessment  of  injury  prevention 
activities  in  MCH  agencies. 

EXPERIENCE  TO  DATE:  CSN  produced  and  disseminated  12  publications  in  year  1  and  15  in  year  2, 
including  a  number  of  brochures,  bibliographies,  and  resource  guides  on  injury  prevention  among  adolescents 
and  children  and  a  directory  of  protocols  for  health  care  providers  on  domestic  violence.  CSN  staff  gave  12 
formal  presentations  in  year  1  and  22  in  year  2.  In  addition,  staff  participated  on  State,  national,  and 
international  task  forces  and  advisory  groups  and  attended  professional  meetings  to  advocate  on  behalf  of  the 
goals  and  objectives  of  CSN. 

The  CSN  library  now  contains  more  than  1,000  publications  and  more  than  60  linear  feet  of  injury  prevention 
literature.  More  than  700  of  these  publications  are  cataloged  in  the  Bibliographic  Database,  which  is  shared  with 
the  National  Center  for  Education  in  Maternal  and  Child  Health. 

In  the  first  year  of  the  cooperative  agreement,  CSN  responded  to  more  than  1,200  requests  for  technical 
assistance  and  publications  from  State,  regional,  and  national  agencies  and  organizations.  There  were  651 
completed  requests  between  October  1,  1993,  and  April  20,  1994.  Individualized  technical  assistance  was 
provided  on  injury-specific  issues  as  well  as  on  topics  such  as  program  development,  coordination,  data  analysis 
and  surveillance,  evaluation,  public  policy  and  advocacy,  curriculum  development,  training,  strategic  planning, 
coalition  building,  and  research  design.  All  technical  assistance  requests  are  recorded  in  the  Contact  Forms 
Database. 
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Education  Development  Center:     Adolescent 

MCHIP 

Violence  Prevention  Resource  Center 

MCJ-253A23 

Education  Development  Center,  Inc. 

10/01/92-09/30/95 

55  Chapel  Street 

Project  Dircctor(s): 

Newton,  MA  02158-1060 

Larry  Cohen,  M.S.W. 

(617)  969-7100,  ext.  2379  or  ext.  2374 

Contact  Person: 

(617)  244-3436  fax 

Rebecca  Atnafou.  M.P.H. 

PROBLEM:  Adolescent  violence  is  a  significant  public  health  problem  that  takes  an  enormous  toll  in  terms  of 
morbidity,  mortality,  health  care  costs,  and  quality  of  life.  Although  State  maternal  and  child  health  agencies  are 
not  adequately  addressing  this  pubic  health  problem,  they  are  well  placed  to  play  a  major  role  in  preventing 
adolescent  violence.  Many  agencies  possess  both  the  desire  and  infrastructure,  but  lack  the  necessary 
information,  resources,  and  technical  assistance. 


GOALS  AND  OBJECTIVES:  The  Education  Development  Center  operates  an  Adolescent  Violence  Prevention 
Resource  Center  to  provide  State  MCH  agencies  and  others  with  information,  resources,  materials,  and  technical 
assistance  to  develop  new  programs  and  improve  current  efforts  throughout  the  health  system  and  within 
communities.  The  resource  center's  ultimate  mission — to  improve  the  science  and  practice  of  youth  violence 
prevention — is  being  accomplished  in  collaboration  with  the  Maternal  and  Child  Health  Bureau  (MCHB)  by 
meeting  the  following  objectives: 

1 .  Establish  strong  links  with  State  MCH  agencies  to  determine  needs  and  provide  appropriate  assistance; 

2.  Develop  and  maintain  data  bases  of  violence  prevention  program  and  intervention  information, 
bibliographic  reference  materials,  and  violence  prevention  experts  and  academic  specialists  who  can  be 
accessed  quickly  to  provide  information  to  MCHB.  State  MCH  agencies,  and.  in  turn,  constituencies  within 
the  States; 

3.  Analyze  special  youth  violence-related  issues,  and  develop  programmatic  approaches  to  prevention  and 
reduction; 

4.  Develop  and  disseminate  adolescent  violence  prevention  information  via  such  products  as  a  newsletter,  an 
annotated  bibliography,  fact  sheets,  a  violence  prevention  program  directory.  Using  the  Data  papers,  and  a 
program  manual  that  will  advance  the  violence  prevention  efforts  of  State  MCH  agencies  and  other 
constituencies; 

5.  Capture  and  distill  knowledge  from  intentional-injury  prevention  programs  to  inform  future  adolescent 
violence  prevention  work; 

6.  Provide  technical  assistance  to  State  MCH  agencies  via  site  visits,  regional  and  national  presentations  and 
workshops,  and  phone  and  mail  contact  to  foster  the  development  and  inclusion  of  adolescent  violence 
prevention  strategies  in  MCH  services  and  programs; 

7.  Encourage  communication,  resource  and  information  sharing,  and  problem  solving  with  the  Children's 

Safety  Network  (CSN)  and  MCHB  via  establishment  of  a  computer  network,  active  participation  in  CSN 
Advisory  Board  and  annual  MCH  injury  prevention  grantee  meetings,  and  ongoing  consultations; 

8.  Develop  linkages  with  regional  MCH  injury  prevention  liaisons.  State-designated  MCH  injury  prevention 
coordinators,  adolescent  health  coordinators,  and  others  to  build  a  network  through  which  knowledge  and 
experiences  will  be  shared,  mutually  beneficial  connections  will  be  made,  and  relationships  and  practices 
that  promote  adolescent  violence  prevention  will  be  created;  and 

9.  Engage  in  additional,  regularly  scheduled  staff  activities  that  will  help  ensure  the  effectiveness  of  the  CSN 
Adolescent  Violence  Prevention  Resource  Center. 
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METHODOLOGY:  To  meet  these  objectives,  the  following  activities  will  be  conducted: 

1 .  State  MCH  agency  information  and  resource-center-designed  assessments  will  be  reviewed  to  determine 
areas  of  need. 

2.  The  three  data  bases  will  be  used  to  maintain  up-to-date  information  and  provide  appropriate  and  timely 
technical  assistance. 

3.  The  products  developed  will  be  used  to  help  agencies  gain  a  better  understanding  of  the  magnitude  and 
characteristics  of  youth  violence,  determine  their  specific  needs,  devise  and  implement  appropriate 
responses,  evaluate  their  efforts,  and  disseminate  findings. 

4.  Site  visits  and  regional  and  national  presentations  and  workshops  will  be  conducted  that  allow  for  direct 
contact  and  interaction  with  State  MCH  agencies  and  others  to  promote  activities  and  leadership  in  the  area 
of  adolescent  violence  prevention. 

5.  Staff  will  provide  technical  assistance  to  aid  State  MCH  agencies  and  others  in  implementing  and 
institutionalizing  violence  prevention  activities.  Assistance  will  include  one-on-one  telephone  consultations, 
conference  calls,  and  followup  mailings. 

6.  Collaborations  will  be  developed  with  regional  MCH  injury  prevention  liaisons  as  well  as  adolescent  health 
coordinators  and  national  health  and  adolescent  health  groups  to  encourage  joint  efforts. 

EVALUATION:  Evaluation  activities  are  being  conducted  to  determine:  (1)  What  information,  resources, 
technical  assistance,  and  training  State  MCH  agencies  and  others  need  to  improve  their  ability  to  prevent  and 
reduce  adolescent  violence,  and  how  those  needs  evolve  over  time;  (2)  how  the  resource  center  responds  to  these 
needs;  and  (3)  what  impact  the  resource  center  has  on  strengthening  and  increasing  the  violence  prevention 
activities  conducted  by  State  MCH  agency  staff  and  others. 


Massachusetts  Adolescent  Violence  Prevention  MCHIP 

Project  MCJ-253A1 1 

Massachusetts  Department  of  Public  Health  10/01/  90-09  /  30 /  95 

250  Washington  Street  Project  Director(s): 

Boston,  MA  02108  Selena  Respass 
(617)  624-6090 
(617)  624-6062  fax 


PROBLEM:  More  than  one-third  of  all  injury  deaths  result  from  intentional  injuries;  of  these,  two  in  five  are 
homicides.  Homicide  is  the  third  leading  cause  of  injury  death  in  the  United  States  and  in  Massachusetts;  it  is 
the  leading  cause  of  death  among  black  males  and  females  ages  15-34  in  the  United  States,  and  among  black 
males  and  females  ages  15-19  in  Massachusetts. 

Public  health  practitioners  have  a  responsibility  to  assist  in  preventing  violence.  In  Massachusetts,  the 
Department  of  Public  Health  has  addressed  issues  related  to  violence  through  the  Injury  Prevention  and  Control 
Program,  the  Women's  Health  Division,  and  the  Bureau  of  Health  Statistics  and  Evaluation.  Although  violence 
manifests  itself  in  many  forms,  the  primary  focus  of  this  project  is  to  address  interpersonal  violence  among 
adolescents. 

Although  information  regarding  the  application  and  evaluation  of  violence  prevention  measures  is  scare,  the 
literature  does  suggest  that  this  problem  is  most  effectively  addressed  through  a  systems  approach  at  the 
community  level.  With  proper  support,  community  members  can  define  the  problems  and  develop  and 
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implement  an  appropriate,  community-based  response.  Greater  coordination,  collaboration,  and  intensification 
of  efforts  are  needed  to  stem  the  rising  tide  of  youth  violence. 

GOALS  AND  OBJECTIVES:  The  project  will  strengthen  the  capacity  of  communities  to  prevent  adolescent 
interpersonal  violence.  Staff,  technical  assistance,  and  training  will  be  provided  to  two  communities  to  assist 
them  in  an  approach  that  includes  development  of  community-based  coalitions  and  comprehensive  community- 
based  prevention  plans,  and  implementation  and  evaluation  of  interventions. 

METHODOLOGY:  The  city  of  Lawrence  and  the  Boston  neighborhoods  of  Roxbury,  Dorchester,  and  Mattapan 
are  the  two  communities  targeted  for  this  project.  Although  Lawrence  is  relatively  small,  it  ranks  very  high 
among  Massachusetts  cities  in  common  indicators  of  poverty  and  socioeconomic  hardship.  Lawrence  is 
ethnically  diverse  and  has  the  largest  proportion  of  Hispanic  residents  in  the  Commonwealth.  The  targeted 
Boston  neighborhoods  represent  the  city's  lowest-income  residents;  the  majority  of  homicides  in  Boston  occur  in 
these  areas.  The  community  residents  are  predominantly  black,  followed  by  Hispanics,  Asians,  and  whites. 

Four  phases  of  operation  were  established  for  the  project: 

1.  Coalition  development,  which  involves  enlisting  key  community  leaders;  training  on  issues  of  community 
development,  collaboration,  empowerment,  violence  prevention,  and  cultural  sensitivity;  and  development 
and  implementation  of  a  needs  assessment. 

2.  Planning,  based  on  the  needs  assessment  and  known  effective  models.  An  implementation  plan  with 
specific  interventions  and  their  evaluations  will  be  developed. 

3.  Implementation  of  interventions,  which  may  include  educational,  technological,  legislative,  and/or 
regulatory  strategies. 

4.  Dissemination  of  interventions.  All  aspects  of  the  project  will  be  described  in  a  manual  to  be  disseminated 
among  Massachusetts  health  and  human  service  providers,  administrators  of  youth-serving  organizations, 
injury  prevention  programs,  and  other  relevant  organizations. 

EVALUATION:  The  evaluation  will  monitor  development  of  the  coalitions  and  assess  the  impact  of 
interventions  on  injury  incidence  rates.  Overall  impact  will  be  determined  by  the  degree  to  which  ihc  objectives 
have  been  achieved  and  by  changes  in  the  health  system  problems.   Because  the  two  communities  selected  for 
this  project  are  involved  in  the  Weapon  Related  Injury  Surveillance  System,  the  project  will  be  able  to  use 
hospital  and  police  data  collected  through  this  initiative.  A  guide  to  developing  an  effective  program  for  the 
prevention  of  adolescent  injuries,  documenting  the  experiences  of  the  two  coalitions,  will  be  produced.  This  tool 
will  be  made  available  to  other  communities  interested  in  replicating  aspects  of  this  project. 

EXPERIENCE  TO  DATE:  The  Lawrence  Adolescent  Violence  Prevention  Coalition  was  established  in  1991 
under  the  leadership  of  the  coalition  coordinator.  The  coordinator  is  housed  in  a  community  agency  that 
administers  many  of  that  city's  health  and  human  service  groups,  providing  easy  access  to  those  organizations. 
The  coalition  is  active  in  both  long-range  planning  and  periodic  high  visibility  activities.  An  average  of  30-45 
community  members  and  leaders  attend  coalition  meetings,  and  more  than  200  are  involved  in  subcommittees. 
More  than  50  percent  of  the  coalition  members  are  Latinos.  Major  coalition  activities  include  sponsorship  of  the 
annual  communitywide  Violence  Prevention  Awareness  Week,  collaboration  with  another  program  in 
developing  a  peer  leadership  program  for  at-risk  youth,  development  of  the  Lawrence  Youth  Advisory  Council, 
creation  of  the  Community  Crisis  Response  Team,  and  collaboration  with  the  Words,  Not  Weapons  school-based 
violence  prevention  campaign. 

The  Boston  Coalition  for  Violence  Eradication  (COVER)  includes  community  residents  and  businesses,  as  well 
as  supporters  from  outside  the  community.  The  coalition  coordinator  is  an  integral  staff  member  of  the  city  of 
Boston's  Health  Promotion  Program  for  Urban  Youth.  The  coalitions  major  activities  include  the  production  of 
a  monthly  cable  television  program  on  violence-related  topics,  a  monthly  breakfast  club  for  area  residents  and 
providers,  a  newsletter,  fall  and  spring  conferences,  and  collaboration  with  many  of  the  Boston-area  health 
promotion  programs. 
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Violence  Prevention  Training  Program  for 

Training 

School  Professionals 

MCJ-259344 

Harvard  University 

10/01/95-09/30/98 

School  of  Public  Health 

Project  Director(s): 

718  Huntington  Avenue 

Deborah  Prothrow-Stith,  M.D. 

Boston,  MA  02115 

(617)  432-0814 

(617)  432-0068  fax 

PROBLEM:  Young  people  ages  12-24  have  the  highest  risk  for  nonfatal  assault  of  any  age  group  in  the  Nation. 
Although  homicide  is  the  10th  leading  cause  of  death  in  the  U.S.,  it  is  the  2nd  leading  cause  of  death  for  young 
people  between  the  ages  of  15  and  24,  and  the  leading  cause  of  death  for  African- American  youth  in  the  same 
age  group.  As  the  place  where  most  young  people  spend  a  significant  amount  of  time  during  their  transition 
from  childhood  to  adolescence,  schools  are  not  only  a  setting  for  learning,  but  a  setting  for  violence  and  the  fear 
of  violence.  The  1991  Youth  Risk  Behavior  Survey  of  students  grades  9-12  revealed  that  42.5  percent  had  been 
in  at  least  1  physical  fight  during  the  12  months  preceding  the  survey,  and  26  percent  admitted  to  carrying  a 
weapon  such  as  a  gun,  knife,  or  club  at  least  once  during  the  30  days  preceding  the  survey.  This  was  the  case  not 
only  for  urban  districts,  where  56  percent  of  respondents  stated  that  violence  has  increased  significantly,  but  also 
for  suburban  districts  (35  percent)  and  rural  districts  (24  percent).  The  Year  2000  National  Health  Promotion 
and  Disease  Prevention  Objectives  for  the  Nation  cite  the  reduction  of  violent  and  abusive  behavior  as  a  top 
priority. 


GOALS  AND  OBJECTIVES:  The  goals  of  the  project  are  to: 

1.     Develop  a  "train-the-trainer"  program  for  school  professionals  based  on  successful  existing  higher  education 
curriculums  combined  with  practitioner  knowledge  that  together  represent  a  comprehensive  approach  to 
youth  violence  prevention; 

Enhance  the  violence  prevention  knowledge,  training  proficiency,  and  leadership  capacity  of  trainees  by 
providing  them  with  appropriate  information  skills  and  materials; 

Create  a  significantly  enhanced  resource  base  for  schools  by  using  program  participants  to  provide  training 
in  their  respective  districts  following  completion  of  the  continuing  education  program; 

Supply  foUowup  technical  assistance  to  trainees  through  established  institutional  capabilities; 

Produce  school-based  violence  prevention  activities  via  broad  dissemination  of  training  program  strategies; 
and 


2. 

3. 

4. 
5. 

6. 


Monitor  and  evaluate  the  training  program,  including  faculty,  trainees,  and  the  subsequent  training  efforts  of 
participants. 

The  objectives  of  the  project  are  to: 

1.  Develop  a  2.5-day  training  program  that  contains  didactic  and  interactive  components  and  provides  a 
manual,  handouts,  a  bibliography,  slides,  and  evaluation  materials  to  a  total  of  90  participants; 

2.  Recruit  a  multidisciplinary  advisory  committee; 

3.  Devise  screening  and  selection  processes  that  will  result  in  recruitment  of  a  diverse  pool  of  trainees 


4. 


5. 


representing  typical  multidisciplinary  school  environments; 

Select  three  training  sites  representing  geographic  balance  and  recruit  cosponsors  at  each  site  to  assist  in 
conference  planning,  funding,  and  trainee  recruitment; 

Design  evaluation  mechanisms  to  improve  the  program  and  its  materials; 
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6.  Maintain  a  trainee  tracking  and  followup  technical  assistance  system  that  will  ensure  a  minimum  of  three 
additional  training  sessions  for  school  personnel  by  those  trained  in  the  proposed  training  program;  and 

7.  Provide  continuing  education  credits  or  training  certifications  to  trainees  from  appropriate  professional 
organizations. 

METHODOLOGY:  The  Harvard  School  of  Public  Health  (HSPH),  in  collaboration  with  Education 
Development  Center,  Inc.  (EDC),  will  develop,  implement,  and  evaluate  a  violence  prevention  training  program 
for  school-based  staff,  educators,  and  health  professionals.  The  proposed  training  will  utilize  a  curriculum  that 
integrates  three  highly  successful  graduate  level  courses  developed  simultaneously  at  the  Harvard  School  of 
Public  Health  and  Graduate  School  of  Education  and  the  University  of  California,  Berkeley.  This  curriculum 
will  combine  these  three  cutting-edge,  rigorous  academic  programs  with  practitioner-based  knowledge  of 
violence  and  its  prevention,  resulting  in  a  curriculum  that  is  accessible  and  useful  to  school  professionals.  This 
training  will  be  designed  for  a  variety  of  audiences,  ranging  school  principals  to  security  staff.  These  trainees 
will  not  only  use  the  information  and  skills  acquired  to  conduct  or  expand  violence  prevention  activities  in  their 
own  settings,  but  will  also  share  their  expertise  with  others  by  conducting  their  own  trainings,  ultimately 
broadening  the  scope  of  school-based  violence  prevention  efforts. 

HSPH  and  EDC  will  design  and  produce  the  training  and  associated  promotional  materials.  The  actual  2.5-day 
training  sessions  will  be  held  at  three  separate  sites  in  San  Francisco,  Boston,  and  Dallas.  Local  cosponsors  have 
been  recruited  for  two  of  the  three  sites  and  negotiations  are  underway  for  the  third  site.  The  workshops  will 
provide  school  leaders  with  an  overview  of  violence  prevention  research  and  practice.  Participants  will  explore 
how  school-  and  community-based  violence  prevention  programs  can  help  reduce  violence  and  create  peaceful 
communities.  They  will  explore  a  wide  range  of  school-based  violence  prevention  program  options  and  learn 
about  the  benefits  and  limitations  of  each.  The  workshop  curriculum  will  help  participants  address  critical 
questions  related  to  the  design  and  implementation  of  effective  programs  appropriate  to  their  local  needs.  The 
program  will  feature  keynote  speakers,  core  faculty,  local  experts,  panel  presentations,  students  and  teachers, 
administrators,  parents  and  counselors,  and  program  professionals. 

A  multidisciplinary  advisory  committee  will  be  recruited  to  provide  overall  project  direction  and  review 
application  and  participant  selection  procedures  and  training  materials.  This  committee  will  represent  educators, 
health  care  practitioners,  curriculum  developers,  social  service  providers,  violence  prevention  researchers  and 
practitioners,  and  parents  and  students.  HSPH  will  develop  a  brochure  and  utilize  appropriate  mailing  lists  and 
publications  to  market  the  training  program.  HSPH  personnel,  in  consultation  with  EDC  and  a  multidisciplinary 
advisory  committee,  will  manage  the  trainee  application  process.  HSPH  staff  will  draft  the  training  application 
form  and  set  criteria.  Trainees  who  successfully  complete  the  required  program,  including  three  full-length 
training  seminars,  will  receive  appropriate  continuing  education  units.  A  Harvard  Training  Certificate  will  also 
be  issued  and  continuing  education  credit  will  be  offered  as  appropriate.  In  addition,  participants  who  conduct 
additional  training  will  receive  individual  written  evaluation  consultations  based  on  responses  from  participants 
in  their  workshops.  Followup  technical  assistance  will  be  provided  by  both  collaborating  institutions. 
Dissemination  activities  include  the  distribution  of  the  curriculum  and  audio  and  video  products. 

EVALUATION:  Robert  H.  DuRant,  Ph.D.,  will  serve  as  the  evaluator  of  this  project.  Dr.  DuRant  is  cochief  of 
the  Division  of  AdolescentA'oung  Adult  Medicine  of  Children's  Hospital  and  the  Department  of  Pediatrics  at 
Harvard  Medical  School.  Following  the  integration  of  the  three  curriculums,  the  primary  learning  objectives  of 
each  module  will  be  identified.  We  will  then  construct  an  evaluation  instrument  that  contains  items  that 
correspond  to  each  primary  learning  objective.  To  determine  how  many  people  the  trainers  also  train  following 
the  workshop,  the  evaluation  instrument  will  be  given  to  each  trainer  to  be  used  in  their  workshops. 
Pretest/posttest  changes  for  the  group  as  a  whole  will  be  provided  to  the  trainer,  and  individual  data  will  be  sent 
directly  to  each  workshop  participant.  The  90  trainers  will  be  grouped  by  occupation  (e.g.,  teacher, 
administrator,  etc.),  and  differences  in  the  outcomes  of  the  people  they  train  will  be  analyzed.  Six  months  after 
completing  the  training,  the  90  trainers  will  be  surveyed  to  determine  what  violence  prevention  efforts  have  been 
implemented  in  their  school  or  community  since  their  training.  The  program  evaluation  survey  is  designed  to 
allow  the  participants  to  rate  the  workshop  along  with  the  quality  of  the  teaching  and  the  usefulness  of  the 
information. 
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Violence  Prevention  Training  Institute 

Training 

Wright  State  University 

MCJ-399354 

School  of  Professional  Psychology 

10/01/95-09/30/98 

Duke  E.  Ellis  Human  Development  Institute 

Project  Director(s): 

Nine  North  Edwin  Moses  Boulevard 

W.  Rodney  Hammond,  Ph.D. 

Dayton,  OH   45407 

(513)873-4300 

(513)  873-4323  fax 

PROBLEM:  This  project  addresses  the  critical  need  to  prevent  or  reduce  the  increasing  level  of  violence  among 
children  and  adolescents.  Violence  affecting  this  population  has  been  identified  as  a  major  public  health 
concern,  and  its  reduction  is  targeted  in  many  objectives  of  Healthy  People  2000.  The  lack  of  appropriately 
trained  practitioners  with  the  experience  and  skills  to  provide  violence  prevention  and  intervention  services  has 
been  evident  in  surveys  of  health-oriented  training  programs.  It  has  also  been  recognized  in  the  major  task  force 
reports  and  conference  proceedings  studying  the  problem  of  youth  violence. 

GOALS  AND  OBJECTIVES:  The  goal  of  the  project  is  to  improve  access  to  violence  prevention  services  for 
children  and  adolescents,  particularly  those  at  high  risk  for  victimization  or  perpetration.  A  continuing  education 
program  will  develop  the  knowledge  and  skills  of  youth  service  providers  in  methods  to  support  violence 
reduction  and  will  prepare  them  to  train  other  providers  of  school-based  health  services  to  establish  and  conduct 
violence  prevention  programs. 

Project  objectives  are  to: 

1.  Complete  an  orientation  training  session  for  collaborating  health  programs  in  at  least  three  States.  The 
session  will  familiarize  health  agency  administrators,  MCH  staff,  potential  trainees,  and  other  collaborators 
with  the  violence  prevention  model,  the  training  plan  and  schedule  for  the  Violence  Prevention  Training 
Institute,  and  the  trainee  selection  process.  This  session  will  be  completed  by  June  30,  1996. 

2.  Train  30  health  or  other  youth  service  providers  (State  MCH  staff,  local  health  department  representatives, 
educators,  or  other  elementary  or  secondary  level  school  personnel)  on  the  basic  knowledge  and  skills 
needed  to  establish  and  implement  youth  violence  prevention  training  programs  in  schools.  The  first  group 
of  providers  will  be  trained  by  June  30,  1996;  the  second  group  by  November  30,  1996;  and  the  third  group 
by  February  28,  1997. 

3.  Assist  the  30  institute  trainees  in  completing  a  pilot  child  or  adolescent  group  training  project  for  the 
purpose  of  strengthening  their  experiences  and  basic  violence  prevention  knowledge  and  skills.  Group  1 
will  complete  this  project  by  December  31,  1996;  group  2  by  March  31,  1997;  and  group  3  by  May  30, 
1997. 

4.  Instruct  the  30  institute  trainees  in  advanced  skill  building  to  prepare  them  for  training  other  professionals  in 
establishing  and  carrying  out  youth  violence  prevention  programs.  Group  1  will  complete  their  training  by 
June  30,  1997;  group  2  by  August  30,  1997;  and  group  3  by  October  31,  1997. 

5.  Complete  a  dissemination  process  in  which  each  of  the  30  trainees  conducts  3  training  sessions  for 
interdisciplinary  audiences  composed  of  school-based  service  providers,  including  health  educators,  school 
nurses,  counselors,  social  workers,  psychologists,  substance  abuse  preventionists,  teachers,  or  community 
agency  staff  working  in  the  schools.  This  process  will  be  completed  by  August  30,  1998. 

METHODOLOGY:  In  collaboration  with  State  Maternal  and  Child  Health  (MCH)  programs,  the  School  of 
Professional  Psychology  will  conduct  a  "train-the-trainer"  institute  focusing  on  violence  prevention  in  the 
schools.  The  purpose  of  the  Violence  Prevention  Training  Institute  is  to  prepare  30  child  and  adolescent  health 
service  providers  to  train  others  in  their  region  to  establish  and  conduct  school-based  violence  prevention 
programs.  The  institute  will  serve  a  minimum  of  three  States  and  has  formed  partnerships  with  State  MCH 
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programs.  These  programs  have  achieved  some  entry  into  the  schools  and  are  moving  toward  more 
comprehensive,  full-service,  school-based  health  programs.  Institute  trainees  will  serve  as  staff  of  the  partner 
State  MCH  or  related  health  agency  program,  local  health  departments,  or  representatives  from  local  schools  or 
State  departments  of  education.  The  Violence  Prevention  Training  Institute  will  center  its  continuing  education 
program  on  the  concepts  and  techniques  developed  in  the  Positive  Adolescent  Voices  Training  (PACI)  program, 
a  school-based  violence  prevention  model  that  uses  structured  prosocial  skill  development,  anger  management, 
and  violence  risk  education  to  help  adolescents  learn  more  appropriate  and  socially  effective  ways  to  manage 
conflict  and  control  strong  emotions. 

Three  separate  cohorts  of  trainees  (10  per  group)  will  be  identified,  grouped,  and  scheduled  for  a  training  series. 
Following  a  video  conference  orientation,  the  training  series  for  each  cohort  will  involve  the  following  elements: 

1.  Core  Training.  During  a  5-day  residency  in  Dayton,  Ohio,  trainees  will  receive  didactic  and  experiential 
training  to  prepare  them  to  conduct  violence  prevention  programs  with  children  or  adolescents.  The  didactic 
training  will  include  lectures  and  group  discussions  on  violence  risk  factors,  types  of  violence, 
epidemiological  patterns,  circumstances  and  consequences  of  violent  episodes,  diverse  approaches  to 
violence  prevention  in  schools  and  communities,  cultural  competence  in  violence  prevention,  parent 
involvement  in  violence  prevention  efforts,  and  admmistrative  considerations  (e.g.,  the  "fit"  of  the  program 
in  a  school  setting  and  evaluation).  The  experimental  training  includes  practice  with  PACI  clinical 
materials,  observations  and  field  experiences  in  a  working  adolescent  group  in  the  schools,  and  processing 
and  feedback  on  field  experiences. 

2.  Pilot  Child  or  Adolescent  Group  Projects.  To  gain  the  experience  needed  to  train  others  on  how  to  establish 

and  conduct  adolescent  violence  prevention  groups,  institute  trainees  will  plan  and  implement  a  miniproject 
that  brings  together  a  small  group  of  older  children  or  adolescents  for  a  lO-scssion  violence  prevention 
program. 

3.  Advanced  Training.  Separate  advanced  training  sessions  will  be  offered  at  a  central  location  within  each 
participating  State.  This  2-1/2-day  program  includes  reporting  on  the  pilot  projects,  detailed  plannmg  for 
the  dissemination  workshop  series,  and  practice  in  conducting  framing  for  professionals. 

4.  Dissemination  Workshops.  Following  advanced  training,  graduates  of  the  program  will  have  1  year  in 
which  to  conduct  three  training  sessions  on  their  own  or  paired  with  another  institute  fellow.  Target 
audiences  will  include  personnel  from  health  agencies,  schools,  or  other  community  agencies  who  are 
positioned  to  provide  direct  violence  prevention  services  within  schools  (e.g.,  school  nurses,  school 
counselors,  school  psychologists,  student  assistance  providers,  drug-free  school  coordinators,  peer  mediation 
leaders,  university  students  in  field  placements,  DARE  officers,  community  mental  health  counselors 
working  in  the  schools,  etc.). 

MCH  staff  will  be  actively  involved  in  trainee  selection  and  advisory  committee  oversight  of  the  project. 

EVALUATION:  Trainees'  knowledge  and  skill  levels  in  understanding  violence  and  implementing  violence 
prevention  strategies  will  be  pretested  and  posttested.  The  survey  will  assess  their  knowledge  of  epidemiological 
patterns  related  to  violence,  characteristics  and  types  of  youth  violence,  and  principles  and  techniques  of 
establishing,  managing,  and  facilitating  youth  violence  prevention  groups.  In  addition,  each  trainee  will  perform 
a  before-and-after  videotaped  skill  demonstration  to  assess  his  or  her  group  facilitation  skills.  This 
demonstration  will  be  rated  on  a  behavioral  checklist  that  specifies  measurable  behavioral  skill  steps.  Trainees 
will  conduct  separate  evaluations  of  each  dissemination  workshop,  including  its  projected  impact  on  establishing 
new  violence  prevention  programs. 
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statewide  Drowning  Prevention  Through  the 

EMSC 

Washington  State  Emergency  Medical  Services 

MCH-534002 

and  Trauma  Systems 

10/01/94-09/30/96 

Washington  State  Department  of  Health 

Project  Director(s): 

Office  of  Emergency  Medical  Services  and  Trauma 

Linda  Quan,  M.D. 

Systems 

Contact  Person: 

P.O.  Box  47853 

Kathy  J.  Williams 

2725  Harrison  Avenue,  NW,  Number  500 

Olympia,  WA  98504-7853 

(206)  526-2599  or  705-6704 

(206)  705-6706  fax 

PROBLEM:  In  the  State  of  Washington  during  the  1 1-year  period  1980-90,  drowning  ranked  first  in  causes  of 
unintentional  injury  death  for  children  under  5  years  of  age,  second  for  children  ages  10-19,  and  third  for 
children  ages  5-9.  On  the  basis  of  data  from  1989-91 ,  drowning  is  the  second  leading  cause  of  injury  death  for 
children  under  5  years  of  age  and  the  third  leading  cause  of  unintentional  injury  death  for  children  ages  5-19. 
From  1989  through  1991,  100  of  Washington  State's  children  under  the  age  of  19  died  from  unintentional 
drowning.  While  the  overall  drowning  rate  has  been  decreasing  in  the  State,  pediatric  drownings  have  not,  and 
the  rate  is  considerably  higher  than  the  national  average.  In  1992,  the  most  recent  year  of  statewide  data,  42 
children  ages  0-19  died  by  drowning. 

In  Washington  the  many  lakes,  rivers,  miles  of  coastline,  and  irrigation  canals  make  drowning  in  open  water  the 
major  risk.  Open-water  drowning  has  not  previously  been  addressed  by  prevention  efforts,  yet  it  is  a  problem  in 
many  States.  To  date,  national  efforts  and  those  of  other  States  have,  for  the  most  part,  addressed  only  pool 
drownings.  Washington  can  no  longer  ignore  its  problem  of  open-water  drowning  and  near-drowning  among 
children. 


GOALS  AND  OBJECTIVES:  The  goal  of  the  project  is  to  decrease  the  mortality  and  morbidity  of  children  and 
adolescents  ages  0-21  years  due  to  submersion  incidents  in  Washington  State  over  a  2-year  period.  The 
objectives  to  accomplish  this  goal  are  to: 

1.  Establish  community-based  drowning  prevention  programs  across  the  State  aimed  at  one  or  more  of  the 
three  drowning  risk  areas — boating,  open  water,  and  pools,  spas,  and  hot  tubs; 

2.  Disseminate  water  safety  education  among  children  and  their  parents; 

3.  Increase  life  jacket  use  by  children;  and 

4.  Integrate  drowning  prevention  into  the  State  Emergency  Medical  Services/Trauma  System  (EMS/TS). 

METHODOLOGY:  Washington  State's  EMS/TS,  located  in  the  State's  Department  of  Health,  is  the  lead 
agency  for  this  project.  The  Prevention  and  Systems  Analysis  Section  of  the  State  EMS/TS  has  an  injury 
prevention  specialist  who  works  with  the  State's  eight  EMS/TS  regional  councils  to  implement  injury  prevention 
programs.  Children's  Hospital  and  Medical  Center  in  Seatde,  WA,  is  a  partner  in  the  project  because  of  its 
medical  expertise  in  drowning  and  the  success  of  its  Stay  On  Top  of  It  program  for  child  drowning  prevention. 

Drowning  prevention  program  coordinators  will  be  hired  for  each  of  the  State's  eight  EMS/TS  regions. 
Community-based  coalitions  will  be  developed  to  disseminate  information.  An  age  group  and  its  drowning  risk 
will  be  targeted  for  an  increase  in  lifejacket  use,  and  drowning  prevention  strategies  will  be  implemented. 

Existing  EMSC  project  materials  from  other  States  will  be  used  whenever  possible.  Existing  water  safety 
materials  from  Children's  Hospital  will  be  disseminated  to  the  regional  programs  so  they  will  not  have  to 
develop  materials.  In  addition,  educational  materials  will  be  developed  for  adolescents  and  the  minority 
populations  of  Hispanic  and  Native  Americans,  since  essentially  no  educational  materials  exist  that  are  targeted 
specifically  to  these  groups.  The  actual  methodology  of  distributing  these  materials  will  be  determined  at  the 
local  level,  involving  the  coalition  members. 
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Children's  Hospital  has  a  popular  loan  program  and  a  discount  coupon  program  to  lower  the  cost  of  life  vests. 
These  will  be  expanded  statewide  through  the  regional  programs. 

The  State's  existing  EMS/TS  infrastructure  will  be  used  to  expand  and  solidify  injury  prevention  efforts  within 
the  State  office  and  the  regional  councils.  This  will  be  accomplished  by  involving  EMS/TS  providers  in  the 
regional  drowning  prevention  program  activities. 

EVALUATION:  Process  evaluation  criteria  will  measure  movement  toward  the  objectives.  Outcome  evaluation 
for  a  2-year  project  cannot  be  based  on  mortality  and  morbidity  data,  because  submersion  incidents  are  so 
relatively  few.  A  period  of  at  least  5  years  of  steady  decline  in  mortality  and  morbidity  is  necessary.  Therefore, 
each  objective  will  be  measured  as  a  proxy  that  its  positive  accomplishment  contributes  toward  the  project's 
ultimate  goal.  The  outcome  of  objective  1  will  be  shown  by  evidence  of  development  of  the  regional  programs 
to  include  a  coordinator,  coalition,  and  goal  and  objectives  with  an  implementation  plan.  Objective  2  will  be 
measured  with  a  survey  tool  developed  to  show  knowledge  change  in  parents  and  children  from  before  each 
regional  program  begins  prevention  promotion  activities,  to  the  end  of  the  first  water  season,  and  then  to  the  end 
of  the  second  water  season  (end  of  the  2-year  project  period).  To  measure  the  outcome  of  objective  3,  a  tool  will 
be  developed  to  show  change  in  the  number  of  children  wearing  life  jackets  in  boats  and  near  open  water,  from  a 
baseline  measurement  before  each  regional  program  begins  prevention  promotion  activities,  to  the  end  of  the 
first  water  season,  and  then  to  the  end  of  the  second  water  season  (end  of  the  2-ycar  project  period).  The 
outcome  of  objective  4  will  be  shown  by  evidence  of  EMS  providers'  involvement  in  the  regional  programs. 


Rural  Injury  Prevention  Resource  Center 

National  Farm  Medicine  Center 

Marshfield  Clinic 

1000  North  Oak  Avenue 

Marshfield,  Wl   54449 
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MCHIP 
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Project  Director(s): 

Barbara  C.  Lee.  R.N..  M.S.N. 

Contact  Person: 

Nancy  B.  Young 


PROBLEM;  Children  and  adolescents  in  rural  settings  experience  many  of  the  same  injuries  as  urban  children. 
Additionally,  they  face  hazards  unique  to  rural  and  agricultural  settings  and  arc  victims  of  injuries  that  rarely  or 
never  occur  in  urban  American.  The  Maternal  and  Child  Health  Bureau  (MCHB)  is  committed  to  Federal 
directives  of  our  Nation's  Healthy  People  2000  objectives,  including  those  directives  associated  with  injury 
control.  The  MCHB's  Children's  Safety  Network  (CSN)  Rural  Injury  Prevention  Resource  Center  (RIPRC)  has 
developed  a  foundation  and  workplan  to  assist  MCHB  in  its  mission  to  (1)  minimize  the  incidence  of  intentional 
and  unintentional  injuries  to  children  of  all  geographic  regions  and  socioeconomic  status  by  focusing  on 
unintentional  injuries  associated  with  farm  machinery,  livestock  and  horses,  snowmobiles,  and  all-terrain 
vehicles  (ATVs);  and  (2)  identify  special  injury  prevention  needs  of  children  of  migrant  and  seasonal  farm 
laborers. 


GOALS  AND  OBJECTIVES:  The  mission  of  the  CSN  RIPRC  is  to  minimize  the  incidence  of  injuries  and 
fatalities  associated  with  rural  or  agricultural  exposures  among  children.  Efforts  toward  this  outcome  are  guided 
by  the  MCHB  Plan  for  Injury  Prevention  and  our  Nation's  Healthy  People  2000  health  objectives.  The  six 
goals  and  accompanying  objectives  and  specific  work  activities  are  to: 

1.     Provide  MCH  agencies  and  others  with  technical  assistance  and  resources  in  educational  content  and 
methods  for  rural  childhood  injury  prevention  programs; 
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2.  Promote  comprehensive  planning,  implementation,  and  evaluation  of  rural  youth  safety  educational 
initiatives; 

3.  Enhance  the  performance  capabilities  of  injury  control  professionals  by  generating  targeted  rural  youth 
injury  control  objectives  and  providing  educational  training  to  achieve  those  objectives; 

4.  Maintain  CSN  profile  as  an  advocate  for  childhood  safety  through  public  policy  approaches; 

5.  Enhance  the  potential  for  CSN  program  effectiveness  through  interagency  and  intra-agency  communications 
and  linkages;  and 

6.  Assess  the  overall  effectiveness  of  the  RIPRC. 


METHODOLOGY:  The  RIPRC  staff  has  demonstrated  expertise  in  rural  childhood  injury  prevention  initiatives 
through  MCHB-funded  projects,  as  well  as  efforts  funded  through  its  parent  organization,  the  National  Farm 
Medicine  Center.  Using  this  expertise,  combined  with  technical  assistance  from  other  CSN  sites  and  MCHB 
staff,  goals  and  objectives  will  be  achieved  through  assessment  of  existing  rural  educational  resource  materials, 
development  and  dissemination  of  new  resources,  conduction  of  technical  assistance  in  rural  injury  prevention 
program  efforts,  promotion  of  CSN  services  through  marketing  approaches,  onsite  and  offsite  direct 
consultation,  presentations  and  exhibits  at  professional  conferences,  advocacy  through  public  policy  approaches, 
planning  and  hosting  a  Childhood  and  Adolescent  Rural  Injury  Control  Conference,  guidance  in  process 
evaluation  of  safety  programs,  dissemination  of  CSN  materials  on  topics  other  than  rural  injury  prevention,  and 
overall  evaluation  of  the  implementation  and  impact  of  RIPRC. 

The  RIPRC  activities  will  be  conducted  through  efforts  of  the  onsite  project  team,  in  collaboration  with  CSN 
staff  from  the  five  other  centers.  The  program  director  will  be  responsible  for  the  overall  efficiency  of  RIPRC. 
Major  activities  associated  with  technical  assistance,  information  dissemination,  and  product  development  will 
be  undertaken  by  the  program  manager  and  health  educator.  General  counsel  will  be  provided,  and  a  registered 
nurse  will  provide  clinical  expertise  in  the  development  and  use  of  resource  materials.  One  team  member  will 
continue  to  support  all  activities  through  data  base  management  and  general  administrative  duties.  Two  doctors 
will  provide  advice  and  support  for  program  activities  through  their  affiliations  with  emergency  and  pediatric 
medicine. 


EVALUATION:  All  major  components  of  CSN  RIPRC  have  been  subjected  to  process  evaluation  since  January 
1993.  This  systematic  process  evaluation  has  guided  our  efforts  to  achieve  most  targeted  outcomes.  Monthly 
activity  reports  capture  major  activities  for  review  by  MCHB  and  CSN  colleagues.  Outcome  evaluation 
activities  have  been  initiated  and  will  be  subjected  to  documented  analysis  at  the  conclusion  of  project  year  3. 

EXPERIENCE  TO  DATE:  Since  full  implementation  of  CSN  RIPRC  in  December  1992,  significant  progress 
has  been  noted.  The  program  manager  and  health  educator  have  extensive  experience  in  public  health  nursing, 
community-based  interventions,  and  administration.  This  experience  has  enabled  the  program  director  and  other 
project  staff  to  recognize  the  means  by  which  MCH  goals  and  objectives  could  most  efficiently  be  achieved. 
Project  team  members  have  engendered  excellent  working  relations  at  the  Marshfield,  WI,  location.  CSN 
RIPRC  staff  have  interacted  effectively  with  CSN  staff  from  the  five  other  sites,  as  well  as  with  the  MCHB 
project  officer. 

Major  accomplishments  during  the  2  years  of  RIPRC  include:  Provision  of  technical  assistance  on  rural  injury 
issues  to  multiple  agencies,  groups,  or  individuals  representing  all  Federal  MCH  regions;  physical  remodeling 
and  expansion  of  our  facility  to  catalog  and  store  resource  materials;  implementation  of  data  base  management 
of  program  activities;  enhancement  of  staff  expertise  in  injury  prevention  options  for  farm  machinery,  livestock 
and  horses,  snowmobiles,  and  ATVs;  assessment  of  injury  control  resources  targeted  for  children  of  migrant 
farm  laborers;  implementation  of  a  marketing  strategy  to  promote  use  of  RIPRC;  financial  support  for  several 
community-based  programs;  dissemination  of  Evaluation  Guidebook  for  Community  Youth  Safety  Programs;  use 
of  MCH-Net  and  other  interagency  communication  systems;  and  adoption  of  an  overall  evaluation  process  for 
CSN  RIPRC. 
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Today,  over  85  percent  of  all  children  bom  with  chronic  and  disabling  conditions  are  living  to  reach  their  20th 
birthday  because  of  early  intervention  and  prevention  services.  As  these  children  get  older,  however,  fewer 
services  are  available  to  them,  especially  during  adolescence.  Adolescence  is  a  critical  time  for  all  children 
facing  biological,  psychological,  and  sociological  issues  associated  with  their  growth  and  development.  For 
adolescents  with  special  health  needs,  this  can  be  an  even  more  troubling  time. 

MCHB  supports  the  development  of  services  for  adolescents  with  special  health  needs  and  their  families,  which 
encourage  them  to  grow,  develop,  work,  and  participate  to  their  fullest  capacity.  Among  these  services  are  peer 
groups  to  help  adolescents  cope  with  their  special  health  needs.  Additional  problems  faced  by  these  adolescents 
concern  adequate  financing  of  health  care  services  and  management  of  transitions  from  pediatric  to  adult  health 
care  and  social  services.  Demonstration  projects  help  establish  models  for  supporting  adolescents  as  they  move 
from  familiar  (and  often  long-term)  providers  to  adult  systems  of  care. 

MCHB  also  funds  projects  to  provide  information  and  technical  assistance  to  improve  the  knowledge  and  skills 
of  health  care  professionals  working  with  adolescents  with  special  health  needs  and  to  advocate  for  care 
coordination,  multiple  service  system  integration  for  this  population,  and  adequate  financing  of  their  health  care 
needs. 


Ethnocultiiral  Perspectives  on  Adolescent 
Disability 

Howard  University 
College  of  Medicine 
Medical  Genetics  Clinic 

Genetics 

MCJ-lllOlO 

10/01/92-09/30/95 

Project  Director(s): 

Barbara  A.  Quinton,  M.D. 

2139  Georgia  Avenue,  N.W.,  #3A 

Washington,  DC   20001 

(202)  865-3022 

PROBLEM:  This  project  begins  with  the  assumption  that  the  adolescent  receiving  genetic  counseling  has 
unique  counseling  needs  not  addressed  by  standard  genetic  counseling  programs.  Attempts  to  improve 
counseling  programs  have  nearly  overlooked  the  adolescent  client.  Black  adolescents  are  particularly 
vulnerable,  since  those  in  minority  populations  are  at  increased  risk  for  developing  disabilities  following  chronic 
conditions.  This  program  seeks  to  determine  the  unmet  counseling  needs  of  a  selected  group  of  minority 
adolescents  and  identify  unique  features  of  their  strategies  for  coping  with  their  disabilities  and  societal 
pressures. 

GOALS  AND  OBJECTIVES;  The  program  will  determine  the  unmet  counseling  needs  of  a  cohort  drawn  from 
a  group  of  adolescents  with  disabilities  from  the  primarily  African-American  public  school  system  of  the  District 
of  Columbia.  Information  on  the  coping  styles  of  these  adolescents  will  also  be  collected.  Their  genetic  and 
general  health  will  be  enriched  by  providing  lectures  and  audiovisual  materials.  Exposure  to  productive 
individuals  with  disabilities  is  expected  to  heighten  their  personal  expectations. 

METHODOLOGY:  Opportunities  for  exchange  of  information  have  been  created,  notably  the  Peak 
Performance  Symposium,  which  features  didactic  workshops  as  well  as  conference-style  sharing  of  personal 
information.  The  same  format  is  used  at  monthly  in-school  sessions.  A  newsletter  encourages  information 
requests  to  augment  personal  health.  Networking  for  parents  and  adolescents  is  scheduled  to  begin  during  the 
summer  months.  It  is  difficult  to  obtain  audiovisual  aids  prepared  for  adolescents  with  disabilities,  especially  for 
use  in  education  or  counseling.  The  program  will  attempt  to  locate  and  purchase  such  audiovisual  aids  or 
develop  new  ones  if  necessary. 

EVALUATION:  The  program's  investigative  committee  evaluates  information  collected  from  adolescents 
primarily  by  reviewing  audiotapes  of  sessions.  Information  about  counseling  needs  and  coping  styles  is 
reviewed  with  the  program's  psychologist.  It  is  then  determined  whether  further  documentation  is  needed  or 
whether  the  material  can  simply  be  described.  Services  and  methods  are  evaluated  by  the  advisory  committee 
drawn  from  school,  community,  and  university  sources.  The  committee  monitors  the  effectiveness  of  services 
and  reviews  decisions  to  add  new  services  or  modify  existing  ones. 

EXPERIENCE  TO  DATE:  During  the  second  year,  the  project  has  proceeded  generally  according  to  the  stated 
plan,  although  public  and  agency  awareness  continued  to  be  of  some  concern.  Modifications  to  compensate  for 
problems  identified  in  year  1  have  also  been  instituted. 

Project  accomplishments  include: 

1.      Development  of  a  teaching  program  for  genetic  information  in  District  of  Columbia  public  schools.  The 
teaching  program  has  proceeded  according  to  project  plan.  However,  it  is  not  very  well  integrated  into 
health  or  science  education.  Efforts  at  expanded  utilization  of  program  resources  will  continue  on 
classroom,  student  health  center,  and  administrative  levels. 
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2.  Continued  development  of  the  PEAK  Performance  Symposium  for  adolescents  with  physical  disabilities  and 
with  chronic  disorders.  The  symposium  appears  to  be  gaining  in  popularity  among  adolescents.  It  provides 
the  opportunity  for  teaching  medical  and  psychosocial  facts,  obtaining  information  about  adolescent 
strategies  for  coping,  socializing  adolescents  outside  the  family,  and  introducing  PEAK  adolescents  to 
productive  adults  with  disabilities.  Parent  support  was  less  than  expected  during  year  1.  The  program  is 
currently  seeking  improved  parent  involvement  through  direct  contact. 

3.  Development  of  a  support  group  for  adolescents  with  disabilities  and  chronic  disorders.  The  PEAK 
Performance  support  group  appears  to  be  valuable  as  a  source  for  coping  information  as  well  as  a  method 
for  improving  service  to  the  adolescents. 

4.  Production  of  the  PEAK  Performance  newsletter.  This  newsletter  brings  genetic  health  information  into  the 
homes  of  adolescents  and  has  become  a  voice  for  the  support  group. 


Sickle  Cell  Peer  Support  Group  of  Adolescents  Genetics 

and  Young  Adults  MCJ- 1 7 1 004 

Hektoen  Institute  for  Medical  Research  10/01/92-09/30/95 

Department  of  Pediatrics  Project  Director(s): 

627  South  Wood  Street  Sudha  Rao,  M.D. 

Chicago,  IL   60612  Contact  Person; 

(312)633-6526  Cheryl  Vanderbilt 


PROBLEM:  The  establishment  of  a  viable  sickle  cell  peer  support  group  is  important  to  adolescents  and  young 
adults  who  have  sickle  cell  disease.  Since  the  disease  is  chronic  in  nature,  with  a  myriad  of  physical  and 
psychosocial  problems,  it  most  often  disrupts  the  overall  well-being  of  these  patients.  Adolescence  is  a  critical 
period  for  mental  and  social  development;  therefore,  the  psychosocial  problems  associated  with  the  disease, 
including  difficulties  coping  with  pain,  failure  to  convince  physicians  of  their  pain  intensity,  drug  dependency, 
fear  of  death,  anger  and  confusion  toward  health  care  providers,  anger  and  hatred  toward  parents  for  genetically 
passing  on  the  disease,  parent/school  conflicts,  and  lack  of  self-esteem,  indicate  a  need  for  alternative  methods 
for  helping  patients  to  cope  with  the  disease  and  to  lead  more  healthy,  productive  lives. 

GOALS  AND  OBJECTIVES:  A  short-term  goal  of  the  project  is  to  continue  providing  a  peer  support  group  to 
individuals  residing  in  the  Chicago  area.  A  long-term  goal  is  to  continue  to  strengthen  our  existing  foundation 
within  the  city  by  incorporating  patients  from  the  outlying  suburban  areas.  While  the  focus  has  involved  a  health 
care  system  approach  to  delivering  this  service,  we  plan  to  incorporate  a  community  outreach  concept  by 
including  education  and  recruitment  as  a  means  of  accomplishing  our  short-  and  long-term  goals. 

The  objectives  of  the  project  are  to: 

1 .  Allow  adolescents  and  young  adults  with  this  ailment  to  become  acquainted  with  their  peers  with  similar 
problems; 

2.  Provide  an  informal  discussion  forum  for  their  questions  and  answers,  away  from  the  rush  of  the  clinic 
environment; 

3.  Help  raise  self-esteem  in  these  young  persons  by  encouraging  information  seeking,  experience  sharing,  and 
consideration  of  alternatives  for  handling  social  and  illness-related  problems  with  positive  action  and 
attitudes; 

4.  Improve  their  understanding  of  health  careers  and  encourage  new  learned  behaviors  to  help  gain  greater 
control  over  their  lives; 
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5.  Help  provide  career  counseling  and  job-seeking  guidance; 

6.  Help  develop  goal-setting  and  planning  initiatives  for  successful  productive  lifestyles; 

7.  Specifically  address  concerns  and  questions  regarding  the  genetics  of  sickle  cell  disease  and  other  issues 
relating  to  pregnancy,  contraception,  and  antenatal  diagnosis;  and 

8.  Allow  medical  staff  to  share  the  latest  developments  in  the  management  of  sickle  cell  disease,  and  allow 
patients  to  express  their  views  as  to  how  health  care  providers  can  better  understand  their  needs. 

METHODOLOGY:  Advertisements  via  media  tools  will  be  used  to  inform  and  educate  the  community  about 
the  function  and  purpose  of  the  group  as  a  means  of  attracting  greater  participation  throughout  the  Chicago  area. 
Close  collaboration  with  other  State  agencies  and  suburban  medical  institutions  is  planned  to  help  broaden 
access  for  recruitment  and  participation  of  the  outlying  patient  population.  Three  pediatric  hematologists,  two 
psychologists,  two  nurse  clinicians,  and  a  peer  support  group  coordinator  provide  the  administrative  support  in 
conducting  group  meetings. 

Meetings  are  held  on  a  monthly  basis,  and  plans  are  underway  to  establish  an  additional  session  for  young  adults 
(ages  19-25).  A  maximum  limit  of  20  persons  per  session  has  been  placed  to  allow  for  adequate  attention  to  the 
counseling  and  psychological  needs  of  those  in  attendance.  These  sessions  address  education,  self-development, 
alternative  coping  strategies  for  social  and  health  problems,  and  various  activities  in  which  individuals  can 
participate.  Bus  transportation  service  has  been  established  to  help  increase  attendance,  but  this  is  a  limited  and 
costly  means  of  expanding  the  group.  Newsletters,  theatrical  presentations,  a  phone  directory,  and  other 
contributions  by  the  group  are  forthcoming.  Efforts  are  still  underway  to  seek  funding  for  transportation  from 
other  agencies. 

EVALUATION:  Meetings  between  the  project  director  and  project  coordinator  on  a  weekly  basis  help  track  the 
progress  of  the  project  and  its  activities.  Patients  evaluate  the  sessions  that  they  attend.  They  also  initiate  their 
own  topics  of  discussion,  social  events,  and  roles  and  responsibilities,  and  their  suggestions  and  comments  are 
implemented  if  appropriate.  Communication  is  maintained  with  referring  physicians  from  other  hospitals 
regarding  the  participation  and  progress  of  their  patients  in  the  group  sessions. 

On  first  entering  the  group,  individuals  are  requested  to  evaluate  their  overall  perspective  on  their  health 
condition  relating  to  their  performance  at  school,  home  life,  physical  activity,  relationships  with  friends  and 
family,  and  other  interests.  These  evaluations  will  be  repeated  every  6  months  to  assess  whether  the  goals  of  the 
group  meetings  are  being  met.  New  participants  will  be  given  a  survey  about  their  interests  in  social 
interactions,  topics  of  discussion,  and  committees  and/or  partnership  groups.  In  addition,  the  participants 
evaluate  each  session  at  the  end  of  each  meeting. 

EXPERIENCE  TO  DATE:  Since  the  inception  of  the  project,  significant  progress  has  been  made.  Patients  from 
Cook  County  Children's  Hospital  and  four  major  area  hospitals  are  participating  in  the  project.  Although  the 
numbers  are  not  very  large,  consistent  participation  of  those  interested  and  the  benefits  from  such  participation 
make  this  a  successful  project. 
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Peer  Support  Groups:   A  Model  for  Developing 

Genetics 

Self-Sufficient ,  Independent  Sickle  Cell  Young 

MCJ-221006 

Adults 

10/01/92-09/30/95 

Tulane  University  School  of  Medicine 

Project  Director(s); 

1430  Tulane  Avenue 

Charles  Scher.  M.D. 

Suite  4520 

Contact  Person: 

New  Orleans.  LA  70112 

Troy  J.  Bechet.  M.S.W. 

(504)588-5413 

PROBLEM:  Increased  scientific  and  medical  knowledge  about  sickle  cell  disease  in  recent  years  has  resulted  in 

better  health  care  and  management  for  patients,  and  thus  an  increased  life  expectancy.    Problems  associated  with 
having  a  chronic  illness — frequent  hospitalizations,  separation  from  families,  the  stigma  of  having  a  disease,  and 
pain — can  lead  to  a  multitude  of  psychological,  social,  and  emotional  problems  in  many  sickle  cell  patients  that 
can  result  in  low  sclf-esiccm.  Young  patients  who  feci  that  they  cannot  succeed  can  grow  into  adults  who  feel 
incapable  of  being  independent  and  sclf-sulficient. 

GOALS  AND  OBJECTIVES:  The  Sickle  Cell  Center  of  Southern  Louisiana  will  develop  a  self-sufficient,  self- 
operating  peer  support  group  lor  young  adults  with  sickle  coll  disease.  The  project  has  the  following  objectives: 
(1)  Increase  the  self-esteem  of  group  participants  by  providmg  a  forum  for  mutual  aid  and  the  accomplishment  of 
mutually  established  goals;  (2)  increase  the  interpersonal  skills  of  group  members  through  panicipation  in 
support  group  activities;  (3)  provide  information  on  existing  human  service  resources  (e.g.,  social  services, 
medical  care,  employment),  thereby  increasing  participant  access  to  normalized  activities  and  opportunities  for 
self-CcU^e;  and  (4)  solicit  ongoing  membership  for  promotion  of  group  maintenance. 

METHODOLOGY:  To  achieve  these  objectives,  the  project  has  initiated  a  peer  support  group.  To  facilitate  the 
development  of  an  ongoing,  self-operated,  self-sustaining  mutual  aid  group,  the  project  utilizes  a  young  adult 
with  sickle  cell  disease  as  a  paraprofessional  group  facilitator.  The  group  facilitator  is  an  active  participant  in  the 
group  process  and  is  directly  involved  in  the  support  of  the  group's  ongoing  development  and  operation.  This 
individual  receives  training  and  supervision  from  the  project  director/social  worker. 

It  is  believed  that  the  use  of  an  individual  with  sickle  cell  as  a  group  facilitator  will  increase  group  viability.  The 
facilitator,  who  has  directly  experienced  life  with  sickle  cell  disease  and  has  a  committed  interest  in  improving 
conditions  for  those  living  with  the  disease,  should  establish  rapport  more  easily  with  support  group  members. 
Using  a  facilitator  with  sickle  cell  disease,  rather  than  a  professional  without  this  personal  experience,  will 
increase  the  likelihood  of  group  members  perceiving  the  group  as  "their  own. "  Additionally,  this  mechanism 
will  decrease  the  likelihood  of  group  dependence  on  the  professional  (often  seen  in  therapeutic  groups),  which 
can  lead  to  the  destruction  of  groups  based  on  mutual  support. 

The  support  group  currently  has  15  participants  enrolled.  Participation  continues  to  be  offered  to  all  young 
persons  diagnosed  with  sickle  cell  disease  between  the  ages  of  17  and  26. 

EVALUATION:  The  project  will  be  evaluated  through  the  self-esteem  questionnaire  and  the  members'  self- 
reports  of  perceived  help  and  benefits  received  through  group  participation.  Data  obtained  from  the  self-esteem 
questionnaire  at  the  onset  of  the  support  group  will  be  compared  to  data  obtained  at  the  close  of  each  year  of 
group  operation  to  see  whether  there  is  a  change  in  self-esteem.  Self-esteem  tests  have  been  administered,  and 
results  are  pending. 

Self-reports  of  group  efficacy  and  sense  of  kinship  have  been  gathered  through  verbal  and  written  questionnaires 
to  assess  individual  and  group  goal  achievement  and  changes  in  interpersonal  skills.  In  addition  to  yearly 
evaluation  mechanisms,  the  group  facilitator  continues  to  solicit  evaluative  feedback  from  group  participants 
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after  each  support  group  meeting.  Feedback  sought  includes  individual  perceptions  of  the  helpfulness  of  the 
meeting  and  suggestions  for  improvement. 

Feedback  from  group  members  thus  far  has  been  positive.  Much  of  the  feedback  has  related  to  the  desire  for  the 
group  to  focus  more  on  activities,  and  plans  are  currently  being  made  accordingly.  Ongoing  evaluation  will 
assist  in  increasing  the  participation  and  commitment  of  group  membership,  so  that  group  activities  can  be  more 
appropriately  suited  to  the  needs  and  desires  of  the  members. 

EXPERIENCE  TO  DATE:  The  peer  support  group  has  been  in  operation  for  14  months.  Support  group 
meetings  continue  to  be  held  monthly.  Recruitment  of  group  members  has  continued  on  an  ongoing  basis 
through  phone  calls,  letter  writing,  and  activity-based  membership  drives.  Verbal  reports  of  support  among 
group  members  indicate  that  group  participation  is  a  positive  experience  for  them. 

Plans  are  currently  being  finalized  for  the  group's  first  major  community  event:  A  1-day  sickle  cell  conference 
for  adolescent  and  young  adult  sickle  cell  patients.  The  event  will  serve  the  dual  purpose  of  education  and 
recruitment  of  new  members. 


Phenylketonuria  Community  Outreach 
Resource  Programs  (PKU  CORPS) 

Children's  Hospital  of  Boston 

IC  Smith  108 

300  Longwood  Avenue 

Boston,  MA  02115 

((617))  355-6346 

(617)  730-0461  fax 

MCHIP 

MCJ-255081 

10/01/93-09/30/97 

Project  Director(s): 

Susan  E.  Walsbren,  Ph.D. 

PROBLEM:  Early  identification  and  treatment  of  phenylketonuria  (PKU)  prevents  mental  retardation,  seizures, 
and  other  neurological  abnormalities  associated  with  this  disorder  in  its  untreated  state.  However,  even  children 
who  receive  early  treatment  for  PKU  remain  at  risk  for  learning  disabilities  and  emotional  difficulties.  Most 
women  of  childbearing  age  with  PKU  have  long  since  terminated  the  diet  necessary  for  management  of  the 
disorder;  they  are  at  risk  for  bearing  infants  with  mental  retardation,  cardiac  anomalies,  microcephaly,  and  low 
birthweight.  Diet  initiation  prior  to  conception,  with  continued  metabolic  control  throughout  pregnancy,  reduces 
these  risks.  Nonetheless,  the  vast  majority  of  women  with  PKU  contact  the  PKU  clinic  for  treatment  after  they 
are  pregnant,  when  damage  to  the  fetus  has  already  occurred. 

GOALS  AND  OBJECTIVES:  PKU  Community  Outreach  Resource  Programs  (PKU  CORPS)  is  designed  to 
provide  community-  and  family-centered  support  for  adolescents  and  young  adults  with  PKU.  The  goals  of  the 
project  are  to: 

1 .  Help  school-age  children  with  PKU  to  regain  or  maintain  metabolic  control,  develop  a  positive  self-image, 
understand  their  condition,  and  take  greater  responsibility  for  their  future  health  and  well-being;  and 

2.  Prevent  fetal  damage  by  helping  young  women  with  PKU  to  plan  their  pregnancies,  make  conscious 
reproductive  decisions,  initiate  treatment  prior  to  conception,  and  maintain  metabolic  control  throughout 
pregnancy. 

METHODOLOGY:  The  Peer  Counselor  Program  will  select  20  young  adults  with  PKU  (20  years  of  age  and 
older)  to  provide  support  to  20  school-age  children  with  PKU  (ages  10-19  years).  The  peer  counselors,  called 
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"PHE  buddies,"  will  be  trained  to  work  with  a  younger  child  of  the  same  sex.  The  Resource  Mothers  Program 
will  match  resource  mothers  (mothers  of  young  children  with  PKU)  to  young  women  with  PKU  who  are 
planning  a  pregnancy  or  who  are  already  pregnant.  The  resource  mothers  will  provide  information,  emotional 
support,  and  practical  assistance  to  women  with  PKU. 

The  PKU  CORPS  will  provide  information  about  PKU  and  maternal  PKU  to  maternal  and  child  health  agencies 
and  professionals  working  in  a  variety  of  health  care  and  educational  settings.  Through  involvement  with  local 
and  State  agencies,  the  PKU  CORPS  will  stimulate  use  of  existing  resources  to  meet  the  need  for  continued 
followup  of  individuals  with  PKU  as  they  outgrow  pediatric  service. 

EVALUATION:  Questionnaires  and  interviews  administered  to  participants  will  assess  the  extent  to  which  a 
support  network  has  been  established.  Objective  measures  of  the  blood  phenylalanine  level  are  available  to 
assess  the  degree  of  metabolic  control  before  and  after  intervention.  A  comprehensive  evaluation  of  the 
Resource  Mothers  Program  is  currently  underway  as  part  of  a  doctoral  thesis.  Evaluation  forms  distributed  to 
MCH  agencies  and  professionals  after  education  programs  or  meetings  and  ongoing  contact  through  planning 
groups  and  casework  help  determine  whether  specific  needs  are  met. 

EXPERIENCE  TO  DATE:  In  the  first  year,  1 1  adolescents  and  young  adults  with  PKU  (ages  14-24)  were 
trained  as  mentor  PHE  buddies.  They  participated  in  two  day-long  training  sessions.  All  have  been  assigned  to 
work  with  youngsters  with  PKU  (ages  5-14).  Group  outings  have  been  scheduled  for  the  summer  and  fall.  In 
addition,  26  families  have  been  matched  based  on  the  age  of  the  children  and  locale.  Eleven  new  resource 
mothers  were  trained.  The  program  now  consists  of  a  total  of  20  resource  mothers  from  throughout  New 
England.  Ongoing  meetings  provide  group  supervision  and  inscrvicc  activities.  Currently  these  resource 
mothers  are  following  15  women  who  cither  arc  planning  a  pregnancy  or  are  pregnant,  and  two  women  in  need 
of  support  during  the  transition  to  appropriate  community  services.  Two  women  followed  earlier  this  year  have 
completed  their  pregnancies  and  participation.  Significant  efforts  have  been  made  to  adjust  the  program  to  the 
service  needs  and  programs  within  each  New  England  State.  Visits  were  made  to  each  of  the  PKU  clinics  in 
New  England  where  State  MCH  representatives  and  other  care  providers  were  present.  A  needs  assessment 
among  parents  was  performed.  Numerous  inservice  meetings  and  presentations  have  been  held  among  PKU 
CORPS  staff.  MCH  representatives,  parents,  and  care  providers  from  Block  Grant  programs.  Collaboration 
among  providers  has  increased. 

Participation  in  the  Eighth  National  Special  Projects  of  Regional  and  National  Significance  (SPRANS) 
Conference  led  to  inclusion  of  this  program  in  a  study  of  the  best  practice  home  visiting  programs.  The 
Resource  Mothers  Program  has  been  replicated  in  Illinois  through  a  grant  from  the  March  of  Dimes.  The  PKU 
CORPS  was  also  presented  at  a  symposium  in  Elsinore,  Denmark.  According  to  regional  representatives,  the 
PKU  CORPS  has  helped  strengthen  services  and  collaborative  relationships  by  providing  a  focal  point  for 
outreach. 
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Air  Care:   Improved  Asthma  Management  for  MCHIP 

Young  Children  and  Adolescents  MC J-2785 1 0 

Minneapolis  Children's  Medical  Center  10/01/  92-09  /  30 /  97 

2525  Chicago  Avenue  South  Project  Director(s): 

Minneapolis,  MN   55404  David  Aughey,  M.D. 
(612)863-6212 


PROBLEM:  Minneapolis  Children's  Medical  Center  is  surrounded  by  an  inner-city  neighborhood  that  is 
characterized  as  the  poorest  neighborhood  in  the  metropolitan  area,  with  the  highest  rates  of  public  assistance, 
infant  mortality,  and  other  indicators  of  poor  health  status.  Overall,  minority  inner-city  children  living  in  poverty 
are  affected  at  almost  twice  the  rate  of  white  children  who  live  in  larger,  less  crowded  housing.  Many  of  the 
children  who  are  patients  in  the  Children's  Clinic  and  the  TeenAge  Medical  Service  (TAMS)  have  had  excessive 
rates  of  hospitalization  and  emergency  room  use  due  to  inadequate  asthma  management.  The  Air  Care  home 
care  nurse  augments  the  traditional  medical  staff  by  providing  education  and  intervention  efforts  that  deal 
specifically  with  the  social  and  cultural  factors  unique  to  an  inner-city  population  living  in  poverty. 

GOALS  AND  OBJECTIVES:  Over  the  5-year  project  period,  each  participant  in  the  Air  Care  project  will  show 
relative  improvement  related  to  his/her  asthma  condition.  The  project  will: 

1 .  Improve  the  appropriate  use  of  health  services,  such  as  decreased  visits  to  the  emergency  room  and 
hospitalization,  and  the  appropriate  use  of  asthma  management  medication; 

2.  Increase  the  sense  of  well-being  as  perceived  by  the  child,  parent,  and  adolescent,  including  improved 
school  attendance  or  decreased  absenteeism; 

3.  Increase  the  skill  and  knowledge  level  of  patients  and  their  families  about  the  disease;  and 

4.  Address  the  social  and  environmental  factors  that  contribute  to  the  risk  associated  with  asthma. 


METHODOLOGY:  In  order  to  achieve  the  outcome  objectives  established  for  the  project  and  for  each 
participant,  the  following  methodology  has  been  followed: 

1 .  Identify  the  inner-city  children  and  adolescents  most  at  risk.  Enroll  25  participants,  with  20  percent 
adolescents. 

2.  Integrate  a  home  care  nurse  into  a  team  of  physicians,  nurses,  and  social  workers. 

3.  Continuously  follow  up  in  the  homes  of  the  families  participating  in  the  program. 

4.  Adapt  program  efforts  to  meet  the  needs  of  parents  of  young  children  with  asthma  and  the  unique 
characteristics  of  inner-city  adolescents. 

5.  Use  the  "You  Can  Control  Your  Asthma"  teaching  materials  developed  by  another  federally  funded  project. 

EVALUATION:  Initially,  a  parent  evaluation  and  advisory  council  was  proposed  as  a  means  of  providing 
feedback  about  the  project's  effectiveness.  This  technique  did  not  prove  workable,  so  a  family  feedback 
questionnaire  has  been  developed  that  will  be  conducted  one-on-one  by  nonproject  personnel  on  a  periodic  basis. 
A  community  advisory  council  has  been  established  that  includes  members  from  various  health  organizations 
with  an  interest  in  asthma  management.  A  specially  designed  data  base  has  provided  the  capability  to  monitor 
the  progress  of  each  participant  and  the  overall  extent  to  which  the  project  is  meeting  the  stated  goals  and 
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objectives.  The  data  base  provides  the  mechanism  to  organize,  maintain,  and  evaluate  the  baseline  information 
collected  for  each  enrolled  participant. 

EXPERIENCE  TO  DATE:  While  we  still  intend  to  enroll  25  participants,  we  have  found  it  very  difficult  to 
maintain  stable  and  continuous  involvement.  Currently,  14  children  are  actively  enrolled,  50  percent  of  whom 
are  adolescents.  More  adolescents  have  been  referred  than  expected  based  on  their  extreme  noncompliance  with 
asthma  management  efforts.  Thirteen  other  children  were  referred  to  the  program,  but  the  home  care  nurse  had 
difficulty  finding  them  initially  at  the  addresses  and  telephone  numbers  given  or  could  not  obtain  agreements  to 
continue  followup  appointments. 


Project  Connect:    Connecting  Providers  with 

MCHIP 

Health  Care  Reform  Information  Benefiting 

MCJ-27R002 

Youth  with  Special  Health  Needs 

10/01/94-09/30/98 

National  Center  for  Youth  with  Disabilities 

Project  Director(s): 

420  Delaware  Street,  S.E. 

Robert  W.  Blum.  M.D.  Ph.D. 

Box  72 1 

Minneapolis.  MN   55455 

(612)  626-2825  or  626-3014 

(612)  626-2134  fax 

PROBLEM:  Epidemiologic  trends  indicate  a  growing  number  of  adolescents  and  young  adults  with  special 
health  needs  because  of  the  dramatic  increase  in  survival  for  many  chronic  conditions.  The  needs  of  youth  with 
special  health  needs  are  complex,  certain  portions  of  this  population  such  as  youth  from  diverse  ethnic  and 
cultural  backgrounds  or  who  reside  in  rural  communities  may  experience  additional  complexities  and  barriers  as 
they  come  in  contact  with  the  health  care  system.  At  present  we  see  a  private  sector  provider  community  ill- 
prepared  to  provide  health  services,  and  a  public  sector  that  does  not  view  adolescents  as  a  priority  and  is 
characterized  by  interagency  fragmentation.  Superimposed  on  this  picture  is  a  health  care  system  in  rapid  flux 
and  transformation  along  with  reform  activities  currently  underway  in  education  and  human  services.  For 
providers  in  the  public  and  private  health  care  sectors  alike  there  is  need  for  rapid,  continuous,  and  easily 
accessible  information  that  can  help  shape  both  clinical  services  and  program  planning. 

GOALS  AND  OBJECTIVES:  In  this  era  of  health  care  reform,  the  goal  of  Project  Connect  is  to  develop  a 
provider  preparation  program  that  strives  to  improve  the  functioning  of  youth  with  special  health  needs  and  their 
families  by  ensuring  that  the  health  care  community  is  better  prepared  to  provide  comprehensive,  integrated 
services  and  develop  collaborative  programs  that  respond  to  the  complex  health  care  requirements  of  youth  with 
special  health  needs. 

To  accomplish  Project  Connect' s  goal,  the  following  four  objectives  establish  the  basis  for  activities: 

1.  To  monitor  the  systemic  changes  in  health  care  at  the  community.  State,  and  national  levels  as  they  affect 
youth  with  special  health  care  needs,  and  regularly  make  such  information  available  to  enhance  the 
knowledge  and  skills  of  public  health  providers  to  negotiate  and  develop  alliances  with  managed  care, 
alliances,  and  other  health  plans; 

2.  To  identify  the  issues  and  concerns  faced  by  provider  and  consumer  groups  regarding  the  impact  of  health 
care  reform  on  youth,  their  families,  and  the  public  health  system  so  that  this  knowledge  forms  the  basis  for 
the  development  of  education  activities  and  materials  focusing  on  new  public  health  roles  and 
responsibilities,  services,  and  community  program  development; 
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3.  To  improve  the  knowledge  base  of  public  health  and  primary  care  providers,  program  planners,  and  child 
and  adolescent  health  advocates  about  practice,  delivery,  policy,  and  programmatic  responses  to  and  the 
implications  of  health  care  reform  and  its  impact  on  the  provision  of  services  to  youth  with  special  health 
needs;  and 

4.  To  advocate  for  youth  with  special  health  needs  so  that  national.  State,  and  local  initiatives  that  develop 
through  reform  legislation  recognize  and  address  the  complex  requirements  such  as  care  coordination  and 
multiple  service  system  integration  for  this  population. 

METHODOLOGY:  An  interlocking  set  of  activities  is  planned  to  respond  to  the  need  for  provider  preparation. 
These  activities  are  built  upon  a  system  of  continuous  monitoring,  planning,  programming,  and  evaluation. 
Activities  include  the  following: 

1 .  Establishing  a  project  steering  committee  with  representation  from  managed  care  plans,  public  health  and 
private  health  providers,  health  policymakers,  families,  and  consumers; 

2.  Developing  an  easily  accessible  data  base  file  containing  current  literature  on  service  system  models, 
programs,  training  materials  on  health  care  reform,  and  consultants  with  expertise  regarding  health  care 
reform  issues; 

3.  Conducting  a  national  survey  of  key  constituent  groups  to  identify  issues,  concerns,  programs,  legislation, 
and  models  and  widely  disseminating  a  report  summarizing  the  key  findings; 

4.  Conducting  a  series  of  thematic  regional  roundtables  on  health  care  reform  on  such  topics  as  access  to  health 
care  by  youth  and  families  of  color,  the  special  needs  of  youth  (e.g.,  substance  use  and  abuse,  mental  health, 
and  sexuality),  and  meeting  the  needs  of  youth  in  rural  America; 

5.  Producing  a  series  of  publications  on  youth  and  health  care  reform  to  include  a  national  newsletter, 
bibliographies,  and  State-specific  reports; 

6.  Using  electronic  bulletin  boards  and  online  data  bases  to  expand  accessibility  to  current  information;  and 

7.  Providing  representation  and  advocacy  for  the  issues  of  youth  with  special  health  needs  through  information 
dissemination,  publication,  and  participation  on  national  councils  and  committees. 

Project  Connect  will  utilize  a  steering  committee  comprised  of  representatives  of  key  constituency  groups  with 
particular  emphasis  on  Title  V  (children  with  special  health  needs)  directors  from  States  undergoing  health  care 
reform  initiatives,  e.g.,  Minnesota  and  Massachusetts.  In  addition,  the  project  has  established  formal  linkages 
with  other  MCH  sponsored  centers,  such  as:  The  Child  and  Adolescent  Health  Policy  Center  (Baltimore,  MD); 
National  Adolescent  Health  Information  Center  (San  Francisco,  CA);  Center  for  Health  Policy  Research 
(Washington,  DC);  and  National  (MCH)  Center  on  Cultural  Competence. 

These  linkages  provide  a  mechanism  to  bring  together  the  core  expertise  of  each  center,  resulting  in  jointly 
sponsored  and  produced  workshops,  conferences,  and  publications. 

EVALUATION:  Evaluation  of  Project  Connect' s  activities  will  involve  ongoing  solicitation  and  review  by 
recipients  of  published  materials  and  reports  and  participants  in  roundtables  as  to  usefulness,  appropriateness, 
and  impact  of  information  reports,  continuing  education,  and  other  provider  preparation  activities.  Various  user 
surveys,  evaluation  questionnaires,  electronic  bulletin  boards,  and  online  information  data  bases  will  be  used. 
Evaluative  data  will  be  compiled  annually  and  reviewed  by  the  project  and  the  steering  committee.  The  project 
will  monitor  the  recommendations  and  policies  growing  out  of  national  councils  and  committees  to  identify 
youth-relevant  components. 
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Peer  Support  Group  for  Young  Adults  with 

Genetics 

Sickle  Cell  Disease 

MCJ-371006 

Association  for  Sickle  Cell  Disease  for  Charlotte- 

10/01/92-09/30/95 

Metrolina,  Inc. 

Project  Director(s): 

Independence  Medical  Center 

Ivestia  "Peggy"  Beckwith 

700  East  Stonewall  Street.  Suite  320 

Charlotte.  NC   28202 

(704)  332-4184 

PROBLEM:  In  North  Carolina,  approximately  5,400  persons  have  sickle  cell  disease.  Of  this  number, 
approximately  1,050  reside  in  the  service  area  of  the  Association  for  Sickle  Cell  Disease  (ASCD),  458  receive 
services  from  the  association,  and  1 10  are  between  the  ages  of  18  and  30. 

Sickle  ceil  anemia  is  a  disorder  of  the  hemoglobin  in  red  blood  cells  that  is  passed  on  through  genes  from  parents 
to  children.  Complications  caused  by  sickle  cell  disease  include  paml'ul  episodes  or  crises;  strokes;  heart,  lung, 
and  bone  disease;  and  leg  ulcers.  Because  individuals  with  sickle  cell  anemia  have  fewer  red  blood  cells,  they 
are  also  likely  to  have  periods  of  feeling  weak,  tired,  and  short  of  breath. 

The  symptoms  of  the  disease  are  treated  as  they  appear,  and  there  is  relatively  little  that  can  be  done  to  prevent 
them.  Many  different  types  of  therapy  have  been  tried  over  the  years,  but,  to  date,  none  has  had  a  significant 
impact  on  the  disease.  Although  individuals  with  sickle  cell  anemia  appear  to  be  surviving  longer  today  than  in 
the  past,  there  is  still  an  exceptionally  high  rate  of  early  death.  While  some  advances  have  been  made  in  the 
treatment  available  to  patients,  many  limitations  and  difficulties  still  exist,  resulting  in  a  continuing  need  to 
improve  treatment  methods  and  psychosocial  services. 

GOALS  AND  OBJECTIVES:  The  goal  of  the  project  is  to  continue  implementing  a  model  peer  group  for 
young  adults  with  sickle  cell  disease.  This  group  will  demonstrate  and  measure  the  impact  of  helping  young 
adults  to:  (1)  Improve  their  coping  skills  through  participation  in  an  organized  peer  support  group;  (2)  share 
experiences;  (3)  learn  that  others  are  facing  the  same  problems;  (4)  discover  that  some  have  achieved  a  satisfying 
lifestyle  despite  their  problems;  and  (5)  learn  that  they  can  improve  the  quality  of  life  for  themselves  and  others. 

ASCD  has  provided  information  and  assistance  to  family  members  and  friends  of  participating  patients  regarding 
medical  and  other  problems,  barriers  faced  in  the  service  delivery  system,  and  available  resources  in  the 
community  and  State.  ASCD  has  provided  opportunities  to  raise  the  level  of  understanding  regarding  sickle  cell 
disease  for  the  entire  support  group. 

The  peer  support  group  will  continue  to  focus  on  involving  the  15  targeted  participants  in  a  well-planned  series 
of  activities  geared  to  produce  thought-provoking  guidance  that  will  lead  to  positive  impact  on  the  psychosocial 
and  socioeconomic  well-being  of  young  adults  with  sickle  cell  disease. 

METHODOLOGY:  Recruitment  and  enrollment  will  continue  to  enhance  the  activities  of  the  peer  support 
group.  This  will  stimulate  and  encourage  friendships  for  mutual  aid  and  allay  some  of  the  psychosocial 
dilemmas  that  are  factors  in  emotional  dysfunction  and  barriers  to  self-reliance. 

EVALUATION:  Monitoring  to  determine  the  effectiveness  of  planning  and  activities  and  their  impact  on  the 
target  group  will  be  an  ongoing  process,  and  will  include  the  following: 

1 .  Attendance  records  will  be  kept  for  meetings  to  determine  "no  shows"  and  the  need  for  followup. 

2.  Group  participants  will  be  monitored  and  encouraged  as  they  take  on  leadership  roles  in  group  activities 
through  interacting  and  fellowship. 

3.  Question  and  answer  sessions  will  be  used  to  ascertain  the  level  of  comprehension  of  information  presented. 
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4.     Discussions  will  be  encouraged  to  determine  participants'  needs  and  level  of  satisfaction  or  dissatisfaction 
relative  to  the  achievements  of  stated  program  goals  and  objectives. 

Evaluation  will  continue  throughout  the  grant  period  through  collaboration,  coordination,  and  cooperation  with 
the  North  Carolina  sickle  cell  programs  and  ASCD's  administration  and  staff.  In  addition,  observation  of 
ongoing  dialogue  and  sharing  of  information  among  the  participants  will  continue  throughout  the  project. 
Pretesting  and  posttesting  will  be  conducted  on  nonsubjective  group  topics.  Peer  evaluation,  self-evaluation,  and 
family  and  staff  assessments  will  be  maintained  to  determine  whether  behavioral  and  psychological  changes 
have  occurred  as  a  result  of  a  participant's  interaction  in  group  activities  throughout  the  duration  of  the  protect. 
Evaluation  involving  individual  participants  will  be  discussed  with  those  persons  individually.  Evaluation 
activities  for  the  peer  support  group  have  been  designed  to  provide  the  following:  Skill  assessment,  assessment 
of  attitudinal  and  behavioral  changes,  peer  evaluation  (i.e.,  perceptions  of  each  other),  self-evaluation  (i.e., 
assessment  of  self-reliance  and  assurance),  family  evaluation,  and  staff  evaluation. 

EXPERIENCE  TO  DATE:  The  major  thrust  of  the  peer  support  group's  activities  is  to  implement  an  ongoing 
plan  to:  (1)  Identify  existing  problems;  (2)  set  realistic  goals  and  objectives  that  would  be  achievable  within  a 
given  timeframe;  (3)  implement  sound  strategies  for  monitoring  program  activities  on  an  ongoing  basis;  (4) 
continue  ongoing  evaluation  activities;  and  (5)  collaborate/coordinate  with  the  statewide  sickle  cell  programs, 
State  agencies,  other  health  and  human  service  agencies,  and  education  programs  and  institutions  of  higher 
learning.  ASCD's  accomplishments  for  the  second  year  include: 

1 .  Providing  outreach,  followup,  and  education  for  individuals  in  the  target  group  between  ages  18  and  30; 

2.  Participating  in  sickle  cell  teleconferences  and  coordinating  with  sickle  cell  disciplines  for  the  monthly 
teleconferences;  and 

3.  Observing  behavioral  and  attitude  changes  in  participants  with  high  levels  of  enthusiasm  in  meetings  and 
other  activities  and  observing  higher  levels  of  self-esteem  and  self-confidence. 


Region  IV  North  Hemophilia  Program 

Hemophilia 

Wake  Forest  University 

MCJ-372006 

Bowman  Gray  School  of  Medicine 

10/01/90-09/30/96 

Department  of  Pediatrics 

Project  Director(s): 

Medical  Center  Boulevard 

Christine  A.  Johnson,  M.D. 

Winston-Salem,  NC   27157-1081 

Contact  Person: 

(919)  716-4324 

Richard  J.  Atwood,  M.P.H. 

(919)  716-4204  fax 

PROBLEM:  The  hemophilia  programs  in  Region  IV  North — consisting  of  Kentucky,  North  Carolina,  South 
Carolina,  and  Tennessee — provide  comprehensive  hemophilia  care  and  treatment.  This  includes  a  full 
complement  of  medical  and  psychosocial  services  for  both  adults  and  children,  including  services  provided  by 
physicians,  nurses,  social  workers,  orthopedists,  dentists,  physical  therapists,  laboratory  technicians,  and  other 
appropriate  personnel.  All  programs  offer  onsite  human  immunodeficiency  virus  (HIV)  testing,  education,  and 
counseling  for  patients,  sexual  partners,  and  family  members. 

There  are  1,734  registered  hemophilia  patients  (of  whom  1,340  meet  the  Centers  for  Disease  Control  and 
Prevention's  definition  of  an  active  patient),  which  is  an  increase  of  102  patients  during  the  grant  cycle  despite 
HIV-related  mortality.  There  are  825  individuals  who  were  at  risk  for  exposure  to  potentially  contaminated 
products.  Of  these  at-risk  patients,  99.9  percent  have  been  HIV  counseled,  99  percent  have  been  HIV  tested,  and 
40  percent  are  HIV  infected. 
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The  main  concerns  are  improved  communication  networks,  improved  data  collection,  and  greater  consumer 
involvement.  There  is  also  a  need  to  address  the  specific  issues  of  adolescents  and  vocational  counseling. 

GOALS  AND  OBJECTIVES:  The  regional  executive  committee  agreed  on  four  regional  goals  for  the  project 
period  covering  fiscal  years  1993-96: 

1 .  There  will  be  regional  services  to  support  the  hemophilia  comprehensive  care  and  HIV  risk  reduction 
activities  of  treatment  centers  in  Region  IV  North; 

2.  Adolescent  treatment  centers  will  improve  the  provision  of  education  and  services  to  all  adolescents  with 
hemophilia,  with  special  attention  to  those  with  HIV  infection; 

3.  All  treatment  centers  will  be  connected  through  an  information  and  educational  network  that  will  utilize 
electronic  technology  and  other  methods  for  use  by  physicians  and  other  treatment  center  personnel;  and 

4.  Every  treatment  center  will  improve  the  provision  of  vocational  counseling  services  for  parents,  adolescents, 
and  adults  in  the  hemophilia  community. 

METHODOLOGY:  The  regional  goals  will  be  accomplished  within  the  timeframe  of  FY  1993-96.  The 
regional  executive  committee,  the  regional  director,  and  the  regional  coordinator  will  ensure  that  hemophilia 
services  are  provided  and  that  regional  goals  are  completed.  Adolescent  treatment  center  personnel  will  improve 
their  skills  and  knowledge  about  adolescents,  participate  in  a  training  session,  develop  an  adolescent 
comprehensive  hemophilia  clinic,  and  prepare  for  a  regional  adolescent  peer  group  retreat.  Treatment  centers 
will  initiate  an  electronic  communications  .service  to  be  used  for  consultation  among  physicians,  while  nurses 
and  social  workers  will  develop  discipline-specific  projects.  Treatment  center  personnel  will  improve  their  skills 
and  knowledge  about  vocational  counseling,  develop  a  standardized  protocol,  and  prepare  for  a  training  session. 

All  of  the  treatment  programs  have  strong  ties  to  their  State  Title  V  agencies  for  their  respective  State 
hemophilia  programs.  The  programs  continue  to  work  with  other  agencies,  such  as  the  Ryan  White  Title  II 
projects,  to  provide  appropriate  services.  There  are  strong  connections  with  local  AIDS  service  organizations. 
National  Hemophilia  Foundation  chapters,  and  local  physicians.  The  treatment  centers  continue  to  be  involved 
in  mullisite,  collaborative  research  studies. 


EVALUATION:  The  regional  goals  will  be  monitored  and  measured  by  the  following  techniques:  Treatment 
centers  will  continue  to  annually  collect  comprehensive  care  and  HIV  risk  reduction  data  to  measure  services. 
Data  on  clinic  and  medical  compliance  by  adolescents  and  on  the  ease  with  which  center  personnel  deal  with 
adolescents  will  be  collected.  The  main  measure  for  evaluating  networks  will  be  the  usage  of  the  electronic 
communication  system  and  the  completion  of  the  discipline-specific  projects.  Data  on  employment,  disability, 
consumer  satisfaction  with  the  vocational  counseling  program,  and  other  criteria  will  be  collected. 

EXPERIENCE  TO  DATE:  The  eight  federally  funded  hemophilia  programs  in  the  region  have  been  active  in 
their  clinical  and  outreach  activities,  and  their  successful  efforts  are  refiected  in  an  increase  in  the  number  of 
patients  served  and  in  the  continued  high  percentage  of  at-risk  patients  counseled  and  tested  for  HIV  infection. 
The  period  FY  1991-93  was  highlighted  regionally  by  steady  improvements  in  the  indicator  statistics,  by  the 
willingness  of  every  treatment  center  to  participate  in  and  complete  the  regional  goals  and  activities,  by  low 
turnover  in  personnel,  by  enhancement  of  a  regional  identity,  and  by  planning  for  the  future. 
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Group  Support  Services  for  Young  Adults  with 

Genetics 

Sickle  Cell  Disease 

MCJ-481009 

Sickle  Cell  Association  of  the  Texas  Gulf  Coast 

10/01/92-09/30/95 

2626  South  Loop  West 

Project  Director(s): 

Suite  245 

Rebecca  Jasso,  M.A. 

Houston,  TX   77054 

(713)  666-0300 

PROBLEM:  Improved  medical  management  of  sickle  cell  disease  has  increased  the  survival  rate  of  young 
adults  with  the  disease.  Faced  with  a  medical  and  social  services  system  designed  for  children,  young  adults 
with  sickle  cell  disease  encounter  many  psychosocial  hurdles  to  achieving  independence.  Recent  studies  indicate 
that  the  individual's  support  system,  and  peer  group  activity  in  particular,  can  produce  the  positive  development 
of  independent  living  skills. 

GOALS  AND  OBJECTIVES:  Young  Adult  Group  Advocates  provides  a  combination  of  community-based  peer 
support  groups  and  social  support  activities  designed  to: 

1 .  Increase  each  group  member's  knowledge  of  the  physical  and  psychosocial  impact  of  sickle  cell  disease  by 
(a)  providing  an  individualized  health  and  psychosocial  assessment  for  each  participant  at  the  onset  of 
project  participation  and  every  year  thereafter,  and  (b)  providing  quarterly  educational  programs  on  key 
aspects  of  the  disease  as  related  to  the  adult  experience,  beginning  after  the  first  3  months  of  the  project  and 
continuing  every  quarter  thereafter. 

2.  Expand  each  group  member's  support  network  by  increasing  contact  and  creating  relationships  with  others 
in  a  like  situation.  This  is  accomplished  by  (a)  providing  monthly  peer  support  groups  at  each  of  four 
community  sites  during  consecutive  weeks,  with  each  group  expected  to  consist  of  five  to  eight  members, 
and  (b)  hosting  quarterly  social  activities  for  members. 

3.  Increase  each  group  member's  ability  to  establish  an  independent,  productive  lifestyle  by  (a)  recruiting  and 
training  peer  group  leaders  for  each  site  and  establishing  a  peer  group  leader  corps  to  act  as  a  planning  and 
advisory  committee,  and  (b)  holding  an  annual  career  exploration  retreat  for  20  group  members. 

METHODOLOGY:  The  project  provides  young  adults  ages  16-22  with  accessible  support  groups  and 
educational  and  social  activities  held  at  community  sites.  Participants  receive  a  stipend  for  participation.  The 
program  is  supervised  by  the  peer  group  coordinator  in  coordination  with  two  case  managers  and  a  peer  group 
leader  corps  of  group  members. 

EVALUATION:  Monthly  monitoring  meetings  are  held  with  the  peer  group  coordinator  and  the  principal 
investigator  to  assess  the  status  of  program  activity  and  progress  toward  meeting  goals.  Weekly  staff  meetings 
are  held  by  the  peer  group  coordinator  with  the  case  managers  to  assess  group  participation  and  contacts. 
Monthly  discussions  are  held  by  the  peer  group  coordinator  with  the  peer  group  leader  corps  to  discuss  ways  to 
improve  the  program. 

Participant  intake  forms  are  completed  at  the  beginning  of  attendance  to  establish  a  baseline  of  information  for 
comparison  with  postactivity  evaluations  and  assessment  forms.  Quarterly  assessment  and  evaluation  forms  are 
administered  to  assess  changes  in  participant  attitudes  and  activities  and  correlate  to  participation. 

EXPERIENCE  TO  DATE:  A  total  of  28  participants  have  been  registered  for  the  program  during  the  first  18 
months.  Registered  participants  include  16  males  and  12  females.  Ages  range  from  16  to  24  years,  with  an 
average  age  of  18.8.  Seventeen  participants  (61  percent)  are  diagnosed  with  hemoglobin  (Hb)  SS,  4  (14  percent) 
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with  Hb  SC,  6  (21  percent)  with  Hb  S  Thai,  and  1  (4  percent)  with  Hb  SF.  Of  the  28  registered  participants,  19 
have  attended  at  least  one  group,  5  have  attended  only  the  educational  and/or  social  activities,  and  4  have  not 
participated  in  any  of  the  groups  or  activities. 

Three  groups  meet  each  month  at  different  sites  (northeast,  southwest,  and  central).  The  group  at  the  fourth 
location  (south)  was  suspended  at  the  end  of  year  1  due  to  lack  of  attendance.  Sixty-eight  percent  of  registered 
participants  have  attended  at  least  one  group  meeting.  Membership  varies  from  group  to  group,  ranging  from 
four  to  eight  members,  with  an  average  attendance  of  two  to  three  per  group. 

One  peer  group  leader,  trained  in  group  facilitation  techniques,  has  been  identified  for  each  meeting  site.  The 
peer  group  leaders  contact  members  for  group  attendance,  follow  up  with  newly  eligible  consumers,  and  assist 
with  planning  of  educational  and  social  activities. 

Educational  activities  have  been  held  quarterly.  Topics  are  selected  by  the  program  coordinator  in  consultation 
with  the  peer  group  leaders.  Five  educational  programs  have  been  presented  with  a  total  attendance  of  26 
persons  and  an  average  attendance  of  5  persons  per  session.  Fourteen  registered  participants  attended  at  least 
one  session.  Six  social  activities  have  been  sponsored,  with  16  individuals  attending  at  least  I  activity  and  a  total 
attendance  of  30  for  the  6  activities.  A  3-day  college  exploration  retreat  was  held  in  August  1993.  Seven 
participants  attended  (one  had  not  attended  any  other  activity).  Retreat  members  were  transported  by  rented  van 
for  day  trips  to  three  college  campuses.  University  groups  provided  tours  of  the  campuses  and  miormation  on 
education  programs,  registration  requirements,  and  financial  aid  opportunities. 

Transportation  remains  the  greatest  barrier  to  project  participation.  Confiicts  with  other  activities  also  hinder 
participation.  Project  staff  are  working  with  the  peer  group  leader  corps  to  identify  alternatives  to  overcome 
barriers. 


Sharing  the  Hemophilia /AIDS  Risk  Reduction 

Hemophilia/ Pediatric  AIDS 

Experience  (SHARE)  with  Kids  Project 

MCJ-55HP52 

Great  Lakes  Hemophilia  Foundation,  Inc. 

10/01/92-09/30/95 

8739  Watertown  Plank  Road 

Project  Director(s): 

P.O.  Box  13127 

Janice  R.  Hand,  R.N. 

Wauwatosa,  WI   53213-0127 

(414)257-0200 

(414)  257-1225  fax 

PROBLEM:  A  great  deal  of  information  about  HIV  in  the  adult  population  is  currently  available  in  the  greater 
Milwaukee  area.  A  significant  service  system  for  adults  exists  and  has  grown  rapidly  in  response  to  the  needs  of 
the  adult  HIV  community.  Unfortunately,  only  a  limited  system  exists  for  children  and  adolescents,  primarily 
because  the  size  of  this  population  is  currently  .small.  However,  the  number  of  children  and  adolescents  with 
HIV  is  rapidly  growing.  Projections  for  southeastern  Wisconsin  indicate  that  at  least  a  3^-fold  increase  is  likely 
in  this  population  by  1995.  Currently,  no  coordinated  program  of  HIV  risk  reduction  is  directed  at  the 
adolescent  population,  despite  the  high-risk  behaviors  identified  in  this  group.  Current  services  are 
institutionally  oriented,  relatively  unavailable  in  an  accessible  community  setting,  fragmented,  and  may  not  meet 
the  needs  of  minority  or  ethnic  populations.  Funding  to  support  a  necessary  and  timely  planning  effort  in 
advance  of  the  predicted  onslaught  of  new  cases  in  this  target  population  is  extremely  limited.  Without  a 
comprehensive  pediatric  and  adolescent  needs  assessment,  strategic  planning  process,  and  training/educational 
program  such  as  the  SHARE  With  Kids  Project,  the  current  system  will  become  an  even  more  fragmented  and 
institutionally  oriented  hodgepodge  of  services  that  will  pose  a  barrier  to  children  or  adolescents  with  HIV  and 
their  caregivers. 
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GOALS  AND  OBJECTIVES:  The  long-term  goal  of  the  SHARE  With  Kids  Project  is  to  establish  a  family- 
centered,  community-based,  coordinated,  and  culturally  competent  HIV  care,  outreach,  and  risk  reduction 
program  for  children  and  adolescents  in  the  greater  Milwaukee  area.  The  two  parts  of  this  goal  are  to:  (1) 
Establish  comprehensive  care  for  children  and  adolescents  with  HIV,  and  (2)  develop  a  comprehensive  outreach 
and  HIV  risk  reduction  program  for  at-risk  children  and  adolescents.  Objectives  call  for  expanding  collaboration 
among  service  providers,  better  delineating  standards  of  comprehensive  HIV  care  and  outreach/risk  reduction, 
formalizing  the  relationship  between  the  Pediatric  HIV  Coordinating  Committee  and  the  SHARE  With  Kids 
Project,  and  implementing  the  two  most  critically  needed  HIV-related  services. 

METHODOLOGY:  The  SHARE  With  Kids  Project  staff  will  continue  its  consensus-  and  collaboration-building 
process  by  using  the  task  force  model  to  achieve  community  wide  acceptance  of  standards  of  care.  To  achieve 
community  acceptance,  agencies  and  cornmunity  groups  have  been  given  an  opportunity  to  review  and  modify 
these  standards.  Their  recommendations  are  being  finalized  and  will  be  presented  at  a  community  forum. 
Because  one  of  the  primary  objectives  of  the  project  is  to  expand  the  capacity  of  the  Pediatric  HIV  Coordinating 
Committee  to  impact  care,  the  project  will  make  a  significant  effort  to  strengthen  that  committee  and  formally 
transition  responsibility  for  community  standards  of  care  from  the  SHARE  With  Kids  Project  to  the  Pediatric 
HIV  Coordinating  Committee.  In  addition,  once  gaps  in  service  have  been  identified  and  ranked,  efforts  will  be 
initiated  to  expand  the  capacity  of  community-based  service  providers  to  include  youth  and  families  with  HIV  in 
their  target  population. 

EVALUATION:  Project  activities  will  be  tracked  and  assessed  at  the  monthly  meetings  of  the  SHARE  With 
Kids  Partners  Committee.  The  committee  consists  of  representatives  of  the  lead  community  agencies  in 
pediatric  HIV  care:  The  Great  Lakes  Hemophilia  Foundation,  the  AIDS  Resource  Center  of  Wisconsin, 
Children's  Hospital  of  Wisconsin,  the  Medical  College  of  Wisconsin,  the  Black  Health  Coalition  of  Wisconsin, 
and  the  Latino  Health  Organization.  The  process  objectives  will  be  evaluated  based  on  required  written  reports 
to  be  reviewed  by  the  Pediatric  HIV  Coordinating  Committee  and  the  Milwaukee  Area  Ryan  White  HIV 
Services  Consortium.  Required  documents  include  The  Greater  Milwaukee  Area  Current  HIV  Services 
Directory  for  Children  and  Adolescents  and  The  Greater  Milwaukee  Area  Standard  of  HIV  Care,  Outreach,  and 
Prevention  Program  for  Children  and  Adolescents.  Two  curriculums  are  also  required:  One  to  expand  the 
capacity  of  community  service  providers  to  care  for  youth  and  families  with  HIV,  and  one  to  promote 
comprehensive  care  in  the  managed  care  sector. 

EXPERIENCE  TO  DATE:  To  achieve  FY  1993-94  goals  and  objectives,  the  project  established  the  SHARE 
With  Kids  Partners  Committee  to  monitor  and  direct  the  project.  Under  the  leadership  of  the  Partners 
Committee,  the  project  established  four  task  forces  to  address:  (1)  Currently  available  HIV  services,  (2) 
currently  available  HIV  outreach  and  risk  reduction  programs,  (3)  community  standards  of  HIV  comprehensive 
care,  and  (4)  community  standards  of  HIV  outreach  and  prevention  programs.  Task  force  members  were 
recruited  to  reflect  the  cultural,  geographic,  and  economic  diversity  of  the  target  population.  The  task  force 
members,  after  attending  a  half-day  workshop  on  issues  in  pediatric  HIV  services  and  a  cultural  competency 
training  session,  developed  directories  of  currently  available  services  and  documents  to  reflect  community 
standards  of  care.  Gap  analysis  is  scheduled  for  May  1994. 
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Transition  from  Pediatric  to  Adult  Care  for 
Adolescents  with  Special  Health  Needs 


Transition  to  Adult  Care  for  Adolescent  Sickle 

Genetics 

Cell  Patients 

MCJ-221008 

Tulane  University 

10/01/95-09/30/98 

School  of  Medicine 

Project  Director(s): 

Department  of  Hematology/Oncology 

German  Beltran,  M.D. 

1430  Tulane  Avenue 

New  Orleans.  LA   70112 

(504)  568-5834 

PROBLEM:  Sickle  cell  disease  is  a  chronic  genetic  disorder  characterized  by  the  production  of  predominanlly  S 
hemoglobin.  In  the  United  Stales,  this  disorder  affects  approximately  50.000  individuals,  primarily  African 
Americans.  The  production  of  predominantly  S  hemoglobin  within  red  blood  cells  causes  life-long  hemolytic 
anemia  and  numerous  vaso-occlusivc  complications  mvolvmg  most  major  iirgans.  Life  expectancy  is  reduced — 
but  improving — as  a  result  of  efforts  to  screen  for  the  disca.se  at  birth,  to  intervene  early  and  use  prophylactic 
measures  such  as  pneumococcal  vaccination  and  antibiotic  therapy,  and  to  continue  comprehensive  medical  care 
throughout  life. 

Pediatric  sickle  cell  programs  are  found  in  all  major  urban  and  academic  centers,  but  this  does  not  hold  true  for 
adult  care  programs;  consequently,  many  adult  patients  remain  under  the  care  of  pediatricians.  The  Sickle  Cell 
Center  of  Southern  Louisiana  offers  comprehensive  care  to  both  pediatric  and  adult  patients.  Adult  care, 
however,  is  vastly  different  from  pediatric  care.  In  our  program,  the  transition  from  pediatric  to  adult  care  occurs 
generally  at  age  18;  however,  for  some  patients  (mainly  those  18-26  years  of  age  who  need  chronic 
transfusions),  the  transition  has  not  yet  occurred.  Transition  to  adult-centered  care  tends  to  be  abrupt  and  has 
attendant  problcins. 

GOALS  AND  OBJECTIVES:  The  overall  goal  of  this  project  is  to  develop  a  smooth,  age-appropriate  transition 
from  child-centered  to  adult-centered  care  for  adolescent  sickle  cell  patients,  in  order  to  provide  uninterrupted 
and  coordinated  medical  services  during  and  after  the  period  of  transition.  This  program  will  create  an 
environment  that  encourages  adolescent  patients  to  become  more  independent  and  knowledgeable  with  regard  to 
health  care. 

To  achieve  this  goal,  the  program  will  meet  the  following  objectives: 

1 .  Develop  and  implement  a  model  program  for  transition  from  pediatric  to  adult  care  for  patients  ages  12-22 

years; 

2.  Develop  an  education  program  for  adolescents  and  their  parents;  and 

3.  Design,  use,  and  evaluate  an  assessment  tool  to  ascertain  the  readiness  of  each  patient  to  transfer  to  adult- 
centered  care. 


METHODOLOGY:  We  plan  a  gradual  transition  program  (starting  at  age  12  and  ending  at  age  22)  to  enhance 
the  transition  from  pediatric  to  adult  care.  The  basis  of  this  program  will  be  the  development  of  a 
multidisciplinary  transition  clinic  at  Tulane  Medical  Center  and  an  adolescent  education  program.  Patients  will 
begin  the  transition  program  at  age  12.  with  education  specifically  directed  toward  adolescents.  At  age  15. 
patients  will  begin  to  attend  the  transition  clinic  until  they  are  transferred  to  adult  care.  The  exact  age  of  transfer 
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will  differ  for  each  patient,  depending  on  factors  to  be  identified  (such  as  psychological  and  emotional  maturity, 
independence,  knowledge  of  the  disease,  and  social  circumstances). 

EVALUATION:  To  assess  the  impact  of  this  approach,  project  evaluation  will  be  conducted  through  surveys 
before  and  after  implementation  of  the  program.  We  believe  that  our  approach  will  improve  our  patients' 
knowledge  of  their  disease  and  promote  self-esteem  and  independence,  which  will  have  a  favorable  impact  on 
their  ability  to  manage  their  illness  and  lead  successful,  independent  lives. 


Development  of  an  Integrated  Transition  Genetics 

Program  in  Hemoglobinopathies  for  Adolescent  MCJ-251015 

Patients  10/01/95-09/30/98 

Brigham  and  Women's  Hospital  Project  Director(s): 
75  Francis  Street                                                                             Kenneth  R.  Bridges,  M.D. 
Boston,  MA  02115 
(617)732-5842 


PROBLEM:  The  purpose  of  this  project  is  to  facilitate  the  transition  of  patients  with  hemoglobinopathies  from 
the  comprehensive  pediatric  care  setting  of  Children's  Hospital,  Boston,  to  the  adult  primary  care  and 
multidisciplinary  care  divisions  of  Brigham  and  Women's  Hospital. 

GOALS  AND  OBJECTIVES:  The  project  has  identified  the  following  goals  and  related  objectives: 
Goal  1 :     Keep  patients  in  the  health  care  system. 
Objectives: 

a.  Eliminate  parallel,  uncoordinated  treatment  services; 

b.  Shift  patient  loyalty  from  pediatric  to  adult  physicians  gradually; 

c.  Provide  patients  with  choice  and  input  concerning  questions  of  transition; 

d.  Provide  support  and  training  for  patients  so  they  can  understand  the  workings  of  the  medical  care 
system;  and 

e.  Develop  "educated  consumerism"  among  the  patients. 
Goal  2:     Coordinate  the  delivery  of  chronic  and  subspecialty  care. 

Objectives: 

a.  Develop  procedures  to  monitor  and  meet  requirements  for  ancillary  medical  care; 

b.  Coordinate  transfusion  and  iron  chelation  therapy; 

c.  Develop  protocols  for  pain  management  in  patients  with  sickle  cell  disease; 

d.  Facilitate  an  orderly  transfer  of  information  from  the  pediatric  to  the  adult  setting;  and 

e.  Provide  the  latest  available  treatment  modalities. 
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Goal  3:     Encourage  and  facilitate  normal  adult  functioning. 
Objectives: 

a.  Enhance  patient  coping  skills; 

b.  Support  the  existence  of  patient  advocacy  groups; 

c.  Work  with  school  medical  staff  to  handle  illness-related  patient  absences; 

d.  Work  with  employers  to  develop  flexible  schedules  and  working  conditions  to  facilitate 
employment;  and 

e.  Individualize  counseling  sessions  to  aid  in  life  decisions. 

Goal  4:     Improve  the  training  of  pediatric  and  adult  hcmatologists  as  well  as  primary  care  physicians  in  the 
management  of  patients  with  hemoglobinopathies. 

Objectives: 

a.  Develop  a  coordinated  hemoglobinopathy  curriculum  for  both  pediatric  and  adult  hematology 
trainees  at  Children's  Hospital  and  Brigham  and  Women's  Hospital; 

b.  Provide  inservice  training  for  internists  and  internal  medicine  specialists  at  Brigham  and  Women's 
Ho.spital;  and 

c.  Enhance  the  content  oi  the  Internet  Hemoglobinopathy  Gopher,  and  disseminate  information 
about  It  to  other  hematologists  and  general  practice  physicians. 

Goal  5:     Improve  community  education,  outreach,  and  networking. 

Objectives: 

a.  Participate  in  community  education  programs  and  encourage  participation  in  voluntary  blood 
donation  drives  by  members  of  the  African-American  community; 

b.  Inform  community  physicians  about  the  development  of  the  new  Integrated  Hemoglobinopathy 
Program; 

c.  Make  available  the  .services  of  the  Integrated  Hemoglobinopathy  Program  to  students  at 
neighboring  colleges  and  universities;  and 

d.  Participate  in  and  contribute  to  the  activities  of  the  New  England  Regional  Genetics  Program  and 
the  New  England  TTialassemia  Program. 

METHODOLOGY:  The  project  plan  will  be  accomplished  by  setting  up  a  formal  relationship  between  the 
existing  hemoglobinopathy  programs  at  Children's  Hospital,  Boston,  and  Bngham  and  Women's  Hospital.  An 
orientation  schedule  will  be  established  to  acquaint  Children's  Hospital  patients  with  Brigham  and  Women's 
Hospital.  The  nurse  practitioners  and  social  workers  will  coordinate  chronic  care  plans  for  the  patients.  A  "day 
hospital"  will  be  extended  for  control  of  sickle  cell  vaso-occlusive  pain.  Coping  skills  will  be  assessed  and 
augmented  through  the  intervention  of  a  psychologist  and  social  workers.  Hematology  fellows-in-lraining  will 
receive  additional  teaching  about  hemoglobinopathies  through  hands-on  experience  and  didactic  teaching. 
Information  that  is  clinically  relevant  to  the  care  of  patients  with  hemoglobinopathies  will  be  placed  on  the 
Internet  Gopher  for  access  by  primary  care  physicians  and  specialists  throughout  the  country.  Outreach  in  the 
form  of  community  education  sessions  will  be  performed  and  people  from  the  minority  communities  will  be 
encouraged  to  become  blood  donors. 

EVALUATION:  A  computerized  data  base  will  be  used  to  record  significant  information  about  patients  and  to 
monitor  their  compliance  with  preventive  care  and  subspecialty  appointments.  A  visual  analog  scale  will  be 
used  to  establish  an  individual  patient  pain  profile,  in  order  to  assess  the  progress  in  pain  control  in  patients  with 
sickle  cell  disease.  Chelation  status  of  the  patients  with  transfusional  iron  overload  will  be  assessed  through 
transferrin  saturation,  serum  ferritin  levels,  and  urinary  iron  excretion,  where  warranted.  The  sexual  functioning 
of  the  patients  will  be  assessed  through  the  Derogatis  Sexual  Functioning  Inventory. 
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EXPERIENCE  TO  DATE:  Children's  Hospital  and  Brigham  and  Women's  Hospital  have  long-standing 
programs  in  the  management  of  patients  with  hemoglobinopathies.  Innovations  in  the  treatment  of  iron  overload 
and  in  the  prophylaxis  of  sickle  cell  crises  were  made  at  both  Children's  Hospital  and  Brigham  and  Women's 
Hospital.  A  joint  program  in  the  management  of  patients  with  hemophilia  shows  the  feasibility  of  the  planned 
effort. 


Transition  to  Adult  Living  Project 

Massachusetts  Health  Research  Institute,  Inc. 
18  Tremont  Street 
Boston,  MA  02108 
(617)523-6565 


Genetics 

MCJ-2510I2 

10/01/92-09/30/95 

Project  Director(s): 

MaryL.  Burke,  D.N.Sc,  R.N. 


PROBLEM:  This  project's  target  population  comprises  young  persons  17  years  of  age  or  older  with 
myelodysplasia  who  are  currently  receiving  care  in  pediatric  facilities.  While  advancements  in  medical 
management  have  greatly  increased  this  population's  rate  of  survival  into  adulthood,  multidisciplinary  health 
care  services  typically  have  been  available  only  in  pediatric  settings.  The  condition  creates  patient  needs  related 
to  primary  care,  neurology,  orthopedics,  urology,  gynecology,  sexuality,  genetics,  nutrition,  exercise,  counseling, 
education,  independent  living,  and  vocational  training.  Nurses  typically  serve  as  coordinators  in 
multidisciplinary  pediatric  myelodysplasia  clinics,  integrating  delivery  of  this  complex  care.  Because  of  medical 
advances,  the  current  population  has  disabilities  that  range  from  mild  to  severe,  requiring  a  wide  range  of  health 
care  needs.  Many  of  these  special  care  needs  change  as  the  adolescent  becomes  a  young  adult,  requiring  a  shift 
from  pediatric  to  adult-focused  care.  The  transition  of  myelodysplasia  patients  to  adult  care  has  been  fraught 
with  difficulty  and  has  not  been  accomplished  for  many  of  these  individuals  age  17  or  older.  Health  providers 
who  serve  adult  populations  have  been  reluctant  to  assume  care  responsibility  for  the  complex  needs  of  this 
population. 

GOALS  AND  OBJECTIVES:  The  goals  of  the  project  are  to: 

1 .  Assess  the  needs  of  young  persons  1 7  years  of  age  or  older  who  have  myelodysplasia,  with  respect  to  age- 
appropriate  services; 

2.  Develop  a  flexible,  community-based,  client-centered  model  for  transition  to  adult  care  for  the  target 
population; 

3.  Develop  resource  and  referral  networks  in  three  different  settings; 

4.  Provide  coordination  of  services  for  the  target  population; 

5.  Increase  awareness  among  health  care  providers  of  the  issues  and  specific  knowledge  required  for  the  care 
of  adolescent  and  adult  clients  with  myelodysplasia; 

6.  Offer  transitional  and/or  adult  clinics  as  appropriate  at  three  different  hospitals  in  three  New  England  States; 
and 

7.  Conduct  an  ongoing  process  evaluation  and  an  independent  outcome  evaluation  in  order  to  support 
dissemination  and  replication  of  results. 
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METHODOLOGY:  The  project  is  being  implemented  at  three  separate  hospitals  that  have  pediatric 
myelodysplasia  clinics:  Yale-New  Haven  Hospital  in  Connecticut,  Children's  Hospital  in  Boston,  and  Eastern 
Maine  Medical  Center  in  Bangor.  To  dale,  implementation  is  underway  at  Yale-New  Haven  Hospital  and 
Children's  Hospital  and  is  in  the  start-up  phase  at  Eastern  Maine  Medical  Center.  A  needs  assessment  based 
upon  a  client  survey  and  regional  planning  meetings  is  being  utilized  at  each  site  to  direct  the  development  of  the 
specific  program  model,  including  development  of  resource  and  referral  networks,  counseling  and  support,  and 
coordination  of  care  based  upon  individual  assessment  and  care/service  plans.  Client  tracking  forms  have  been 
developed  to  monitor  the  number,  type,  action,  and  outcome  of  all  contacts  between  clients  and  clinic 
professionals. 

EVALUATION:  An  evaluation  consultant  is  conducting  an  ongoing  evaluation  for  each  site  and  for  the  entire 
program.  Evaluation  will  be  based  on  qualitative  and  quantitative  data  generated  from  the  needs  assessment, 
client  tracking  forms,  and  client  records,  and  on  documentation  of  project  activities  and  client  satisfaction. 

EXPERIENCE  TO  DATE:  Yale-New  Haven  Hospital  has  sponsored  two  regional  planning  workshops  attended 
by  professionals  and  consumers  at  which  the  needs  and  resources  of  the  project  population  were  identified.  This 
site  is  conducting  five  transitional/adult  clinics  per  year  at  which  client  needs  arc  being  assessed,  care  is  being 
delivered,  and  outcomes  are  being  evaluated.  A  peer  support  group  has  been  established.  This  group  meets 
monthly  and  plans  to  conduct  a  weekend  peer  conference  focusing  on  disability  issues  during  the  final  quarter  of 
year  2  of  the  project.  Children's  Hospital  in  Boston  has  held  one  regional  planning  workshop  for  28 
professionals  and  consumers  and  has  a  .second  workshop  scheduled  for  the  third  quarter  of  year  2  of  the  project. 
This  site  is  conducting  quarterly  transitional/adult  clinics.  An  agreement  has  been  reached  with  Spaulding 
Rehabilitation  Hospital  in  Boston  for  referral  of  clients  from  these  Children's  Hospital  clinics  for  ongoing 
multidisciplinary  adult  services.  Eastern  Maine  Medical  Center  has  held  its  first  regional  planning  workshop  for 
38  professionals  and  consumers.  The  first  transitional/adult  clinic  at  this  site  will  be  conducted  during  the  third 
quarter  of  year  2  of  the  project.   Because  of  the  limited  myelodysplasia  population  at  this  sue.  the  clinic  will  also 
provide  transitional/adult  services  for  clients  with  cerebral  palsy  as  the  first  stage  of  a  potential  multidisability 
clinic  model. 


Project  Youth:   A  Statewide  System  of  Family- 

MCHIP 

Centered  Transition  Planning  and  Care  for 

MCJ-275083 

Youth  with  Disabilities 

10/01/93-09/30/97 

PACER  Center 

Project  Director(s): 

4826  Chicago  Avenue  South 

Paula  Goldberg 

Minneapolis.  MN   55417-1055 

(612)827-2966 

PROBLEM:  Adolescents  with  disabilities,  preparing  to  make  the  transition  to  adult-based  services  and 
independent  life,  have  not  been  made  a  priority  and  are  vastly  underserved,  according  to  a  recent  survey 
published  by  the  National  Center  for  Youth  with  Disabilities.  Approximately  240  directors  of  maternal  and  child 
health  departments,  programs  for  children  with  special  health  needs,  special  education  programs,  vocational 
rehabilitation  programs,  mental  retardation/developmental  disability  programs,  developmental  disability 
councils,  and  other  public  agencies  confirmed  that  collaborative  planning  is  not  a  reality  and  that  services  and 
funding  for  adolescents  are  not  a  priority.  A  majority  of  State  directors  identified  the  lack  of  data  on  the  needs  of 
adolescents  and  insufficient  transition  planning  (in  the  form  of  coordination  of  services)  as  major  barriers.  The 
survey  noted  that  agencies  lack  knowledge  of  individual  agency  responsibilities  and  resources.  No  agency  has 
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taken  the  initiative  to  coordinate  services  for  adolescents  and  their  families  or  has  worked  to  keep  systems  and 
services  focused  on  adolescent  and  family  needs.  These  systems  have  failed  to  provide  family-centered  services 
based  on  adolescents'  self-perceived  needs. 

Adolescents  and  their  families  continue  to  struggle  with  a  system  that  lacks  linkages  between  local  and  State 
programs  and  that  is  not  always  inclusive  of  health  concerns.  This  situation  precludes  any  consideration  of  the 
impact  of  health  on  transition  planning.  Assessments  for  vocational  experience  do  not  include  questions  on 
chronic  illness  or  disability.  In  addition,  adolescents  and  their  families  continue  to  seek  more  information  and 
support  for  transition  issues  and  skills  such  as  self-advocacy,  primary  and  preventive  health  care,  vocational  and 
independent  living  skills,  sexuality,  and  counseling. 

The  need  for  a  statewide  system  of  family-centered,  coordinated,  culturally  competent  transition  planning  and 
care  for  adolescents  with  disabilities  is  apparent.  The  absence  of  such  a  system  continually  challenges  and 
compromises  adolescents'  progress  toward  successful  transition  to  adult-based  services  and  independent  life. 

GOALS  AND  OBJECTIVES:  Each  year  the  project  will  serve  approximately  300  adolescents  and  their  families 
and  200  professionals,  and  it  will  reach  more  than  45,000  people  through  publications.  The  goals  of  the  project 
are  to: 

1 .  Plan  and  conduct  an  assessment  among  adolescents  to  better  understand  their  needs; 

2.  Work  collaboratively  to  assist  State  agencies  in  developing  a  family-centered,  coordinated,  culturally 
sensitive  system  of  care  for  adolescents  with  disabilities,  inclusive  of  health  concerns; 

3.  Provide  education,  resources,  and  ongoing  support  to  promote  self-advocacy  for  adolescents  with 
disabilities; 

4.  Provide  education,  resources,  and  ongoing  support  to  promote  family-centered  transition  planning  and  self- 
advocacy  for  families  of  adolescents  with  disabilities;  and 

5.  Provide  training  and  information  to  health  professionals  to  promote  family-centered,  culturally  sensitive 
transition  planning  and  care  for  adolescents  with  disabilities. 

METHODOLOGY:  In  order  to  improve  care  for  youth  with  disabilities  planning  transition  to  adult-based 
services  and  independent  life,  adolescent  needs  must  be  identified  and  the  concepts  of  family-centered  care  and 
self-advocacy  must  be  understood.  Project  Youth  will  provide  this  information  by  (1)  collaborating  with  the 
State  program  for  children  with  special  health  needs  to  conduct  an  assessment  among  adolescents,  and  (2) 
working  with  State  agencies  to  develop  materials  and  trainings  for  adolescents  and  their  families,  agency 
personnel,  and  health  professionals.  These  trainings  will  address  transition  issues,  including  primary  and 
preventive  care,  vocational  planning,  sexuality,  self-advocacy  skills,  and  family-centered  principles  of  care.  A 
pilot  program  using  a  family  transition  resource  coordinator  will  be  established.  The  program  will  pull  all 
agencies  and  community  resources  together  to  break  down  barriers  between  agencies  and  to  increase 
opportunities  for  family-centered  planning. 

This  project  will  reach  and  train  adolescents  with  disabilities  (ages  12-21)  and  their  families  in  urban  and  rural 
Minnesota,  including  multicultural  populations,  as  well  as  State  agency  personnel  and  health  professionals  who 
serve  adolescents  with  disabilities  planning  transition. 

In  addition,  two  publications  will  be  developed  concerning  the  needs  assessment  and  the  role  of  the  resource 
coordinator.  A  videotape  will  be  created  for  trainings  on  sexuality.  Materials  will  be  disseminated  nationally 
through  maternal  and  child  health  programs,  programs  for  children  with  special  health  needs,  and  parent  centers. 

The  internal  project  monitoring  is  done  by  the  PACER  codirectors.  During  regular  meetings  with  project  staff, 
objectives  and  activities  are  reviewed  to  ensure  that  the  goals  and  objectives  are  being  met  in  a  timely  and 
efficient  manner.  In  addition,  codirectors  and  staff  read  and  discuss  training  workshop  evaluations  after  each 
session  and  take  the  necessary  steps  to  make  changes  in  the  training  curriculum  as  appropriate.  The  project 
director  and  staff  perform  a  monthly  review  of  number  of  people  reached  and  the  accomplishment  of  goals 
according  to  project  timelines. 
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EVALUATION:  All  project  activities  will  be  carefully  evaluated.  All  training  sessions  will  be  evaluated 
individually  by  participants.  Ratings  on  achievement  of  objectives  will  be  collected  to  indicate  the  quality  of  the 
trainings.  Evaluations  will  be  monitored  closely  for  recommendations  for  change.  Trainings  will  be  adapted 
according  to  audience  interests  and  needs,  including  cultural  and  geographic  needs.  Outcomes  for  families  and 
agency  personnel,  linked  with  the  family  transition  resource  coordinator,  will  be  documented  using  a 
preevaluation  and  postevaluation  to  note  effectiveness.  Ongoing  monitoring  of  the  role  of  the  resource 
coordinator  will  ensure  adjustment  for  adolescent  and  family  needs.  Project  impact  will  be  determined  by 
adolescent  attainment  of  transition  services  and  by  behavioral  objectives  that  indicate  adolescent  achievement  of 
self-advocacy.  Annual  evaluations  will  collect  data  on  the  number  of  people  reached  and  on  program 
effectiveness.  The  evaluation  of  this  project  was  designed  in  consultation  with  the  University  of  Minnesota. 

EXPERIENCE  TO  DATE:  Activities  conducted  thus  far  relate  to  the  five  goals  of  the  project.  Several  trainings 
have  been  done  for  youth  with  disabilities  and  their  families,  as  well  as  for  professionals.  Recruiting  young 
people  for  the  self-advocacy  program  has  been  a  challenge,  but  staff  have  contacted  two  schools  in  the  Twin 
Cities  area  and  have  been  in  contact  with  32  adolescents.  Individual  assistance  is  offered  to  families,  and  there 
have  been  over  100  telephone  contacts.  The  family  transition  resource  coordinator  has  identified  families  and 
has  met  with  five.  The  multicultural  specialists  have  met  with  over  20  families  of  diversity  about  the  issues  and 
resources  for  transition. 


Adolescents  with  Sickle  Cell  Disease:    The 

Genetics 

Transition  from  Pediatric  to  Adult 

MCJ-361019 

Comprehensive  Care 

10/01/94-09/30/97 

State  University  of  New  York 

Project  Dlrector(s): 

Research  Foundation 

Scott  T.  Miller,  M.D. 

P.O.  Box  9 

Peter  Gilette,  M.D. 

Albany,  NY    12201 

(518)434-7113 

PROBLEM:  At  least  85  percent  of  children  with  sickle  cell  anemia  survive  to  age  20.  Problems  of  adolescence 
are  compounded  in  children  with  sickle  cell  disease,  who  require  ongoing  comprehensive  care  from  a  provider 
familiar  with  the  multiple  potential  complications  of  the  disorder.  Specifically,  the  transition  from  the  largely 
passive,  parent-directed  health  care  in  pediatrics  to  the  adult  clinic,  where  the  patient  is  directly  responsible  for 
initiating  and  obtaining  appropriate  health  care  intervention,  is  often  difficult.  For  optimal  care,  it  is  important 
that  this  transition  occur  smoothly.  One  specific  subgroup  of  pediatric  patients  who  particularly  need  assistance 
in  transition  comprises  young  persons  who  suffered  a  cerebrovascular  accident  as  children  and  require 
indefinitely  prolonged  chronic  transfusion  therapy. 

GOALS  AND  OBJECTIVES:  Our  goal  is  to  enlist  a  social  worker  to  assist  other  health  care  providers  in 
facilitating  transfer  of  responsibility  for  comprehensive  care  of  individuals  with  sickle  cell  disease  from  pediatric 
to  adult  providers.  Specifically,  the  social  worker  will: 

1.  Meet  with  adolescents  and  young  adults  of  appropriate  age  with  sickle  cell  disease  for  transfer  from  the 
pediatric  to  the  adult  clinic,  and  directly  facilitate  the  transfer  of  patients  and  pertinent  records; 

2.  Continue  followup  visits  in  the  adult  clinic  to  ascertain  specific  problems  related  to  transfer,  and  document 
continued  clinic  participation  (or  reasons  for  lack  of  participation); 

3.  Develop  and  facilitate  a  support  group  for  adolescents  and  young  adults  with  sickle  cell  disease;  and 
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4.     Meet  intensively  with  chronic  transfusion  patients  to  discern  the  basis  for  poor  compliance  with  chelation 
therapy,  attempt  to  improve  the  use  of  deferoxamine  by  affected  individuals,  and  facilitate  continuation  of 
the  chronic  transfusion  program  in  an  adult  treatment  setting. 

METHODOLOGY:  Of  the  73  young  persons  over  age  17  with  sickle  cell  disease  in  our  pediatric  clinic,  only  13 
thus  far  have  been  transferred  to  the  adult  clinic.  An  additional  79  clinic  patients  will  reach  17  years  of  age  over 
the  3  years  of  this  project.  The  social  worker  to  be  hired  will  see  these  individuals  in  the  pediatric  sickle  cell 
clinic,  conduct  a  psychosocial  assessment  (particularly  concerning  potential  problems  with  transfer),  and 
ultimately  assist  in  making  that  transfer.  The  social  worker  will  then  make  followup  visits  and  thus  spend 
progressively  more  time  in  the  adult  clinic  as  patients  are  transferred.  The  social  worker  will  also  organize  a 
support  group  specifically  for  adolescents  and  young  adults  from  both  pediatric  and  adult  clinics  to  discuss 
problems  related  to  sickle  cell  disease  in  general,  and,  specifically,  ways  to  optimize  care  in  both  clinics. 
Finally,  the  social  worker  will  intensively  interview  and  counsel  our  chronic  transfusion  patients,  assess  the  basis 
for  poor  chelation  therapy,  attempt  to  reinforce  the  need  for  this  therapy,  and  attempt  to  coordinate  the 
transfusion  program  overseen  by  the  adult  hematology  service. 

EVALUATION:  The  success  of  the  pediatric/adult  transition  program  will  be  assessed  by  tabulation  of  numbers 
of  patients  transferred  successfully,  their  satisfaction  or  dissatisfaction  with  the  transfer  process,  and  retention 
data  in  the  adult  clinic  once  transfer  has  occurred.  The  success  of  the  proposed  support  group  will  also  be 
evaluated.  Chronic  transfusion  patients  will  be  assessed  early  with  respect  to  frequency  of  use  of  deferoxamine 
and  serum  ferritin  levels,  and  reassessed  after  psychosocial  intervention.  The  evaluation  will  also  document 
retention  in  the  adult  service  of  patients  receiving  chronic  transfusion. 


Program  to  Transition  Patients  with  Sickle  Cell 

Genetics 

Disease  from  Pediatrics  to  the  Adult  Care 

MCJ-451006 

Setting 

10/01/95-09/30/98 

Medical  University  of  South  Carolina 

Project  Director(s): 

Department  of  Pediatrics 

Chris  Y.  Brunson,  M.D. 

Sickle  Cell  Program 

Sherron  M.  Jackson,  M.D. 

171  Ashley  Avenue 

Charleston,  SC   29425-3316 

(803)  792-2264 

(803)  792-8871  fax 

PROBLEM:  As  individuals  with  sickle  cell  disease  are  living  longer,  arrangements  are  needed  in  order  to 
provide  medical  care  beyond  the  pediatric  setting.  In  previous  years,  sickle  cell  patients  were  not  expected  to 
survive  beyond  the  second  decade  of  life;  thus,  the  emphasis  in  health  care  for  patients  with  sickle  cell  disease 
has  been  directed  primarily  toward  the  pediatric  population.  As  a  result,  once  these  adolescents  and  young  adults 
left  the  pediatric  environment,  the  majority  entered  a  health  care  system  that  was  poorly  prepared  to  attend  to 
their  needs.  Although  the  Sickle  Cell  Program  at  Medical  University  of  South  Carolina  is  unique,  and  the 
comprehensive  medical  care  is  provided  for  both  children  and  adults,  problems  remain.  Specifically,  patients 
still  have  difficulty  in  accessing  the  medical  system,  complying  with  treatment  regimens,  adjusting  to  the 
demands  of  school  and  employment,  and  making  independent  decisions  as  adults. 

GOALS  AND  OBJECTIVES:  The  transition  program  will  be  open  to  individuals  ages  16-21  years  who  have 
sickle  cell  disease.  Most  of  the  participants  will  come  from  the  Medical  University  of  South  Carolina  Pediatric 
Sickle  Cell  Program;  however,  any  interested  person  of  appropriate  age  who  is  enrolled  in  one  of  our  satellite 
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clinics  or  followed  by  a  community  physician  can  participate.  Cuirently,  we  have  50  patients  who  are  eligible 
for  transition  and  anticipate  transitioning  12  patients  per  year. 

The  primary  goals  of  the  transition  program  are  to  (1)  effect  the  smooth  transfer  of  patients  from  the  pediatric  to 
the  adult  medical  care  environment,  (2)  provide  age-appropriate  health  care  and  health  maintenance,  (3)  promote 
self-reliance  and  self-awareness,  and  (4)  utilize  the  transition  counselor  to  improve  the  educational/vocational 
outlook  for  these  patients.  Data  to  be  collected  include  compliance  with  appointments,  school  attendance,  and 
measurement  of  general  health  perceptions  using  the  Medical  Outcomes  Study  Short-Form  General  Health 
Survey,  Beck  Depression  and  Anxiety  Inventory,  and  a  modified  version  of  the  Sickle  Cell  Transition 
Questionnaire. 


METHODOLOGY:  The  transition  team  will  comprise  a  pediatrician,  pediatric  hematologist,  adult  hematologist, 
adult  and  pediatric  nurse  coordinators,  social  worker,  case  manager,  and  transition  counselor.  The  coordinators 
will  be  responsible  for  knowing  the  status  of  patients  who  are  being  transitioned.  They  will  document 
compliance  with  appointments,  track  the  patients  to  ensure  they  meet  with  other  personnel  involved  in  the 
transition  process,  and  educate  the  patients  about  their  disease.  The  transition  counselor's  main  focus  will  be  to 
develop  and  implement  programs  that  improve  access  to  health  care  and  compliance  with  clinic  visits  and 
treatment  programs,  and  to  improve  the  educational/vocational  future  for  these  individuals.  The  counselor  will 
also  administer  the  surveys.  Based  on  the  data  collected,  the  team,  the  patient,  and  the  patient's  family  members 
will  then  formulate  individualized  management  plans.  A  computerized  data  base  will  be  established  for 
individuals  enrolled  in  the  program. 

EVALUATION:  Data  on  frequency  of  admissions,  compliance  with  Sickle  Cell  Clinic  visits,  and  completeness 
of  referrals  will  be  collected.  Data  for  enrollees  will  be  compiled  on  school  attendance  and  matriculation  from 
secondary  schools.  The  impact  of  the  program  will  be  assessed  by  having  enrollees  complete  the  Medical 
Outcomes  Study  Short-Form  General  Health  Survey,  Beck  Depression  and  Anxiety  Inventory,  and  Sickle  Cell 
Transition  Questionnaire.  Young  adults  ages  21-25  years  who  did  not  go  through  a  transition  process  will  form 
the  control  population  f\)r  the  study  period. 

EXPERIENCE  TO  DATE:  The  Pediatric  Sickle  Cell  Clinic  at  the  Medical  University  of  South  Carolina  has 

been  operational  for  8  years.  The  program  serves  more  than  400  children  who  have  sickle  cell  disease.  The 
clinic  has  resulted  in  improving  the  care  of  the  patients  and  the  educatu)n  of  patients  and  families.  The  Adult 
Sickle  Cell  Clinic  was  established  2  years  ago  and  currently  provides  comprehensive  care  to  approximately  200 
adults.  At  present,  we  have  transferred  10  patients  into  the  Adult  Sickle  Cell  Clinic  without  the  benefits  of  a 
transition  program.  These  patients  have  had  difficulty  complying  with  clinic  visits  and  treatment  programs, 
managing  their  own  health  care,  making  practical  life  decisions,  and  completing  their  secondary  education. 
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Innovative  Approaches  to  Educating  Clients 

Genetics 

and  Providers  for  Effective  Life  Long  Care  of 

MCJ-531007 

Metabolic  Disorders 

10/01/95-09/30/98 

University  of  Washington 

Project  DirectorCs): 

Department  of  Pediatrics 

C.  Ronald  Scott,  M.D. 

Division  of  Pediatric  Genetics 

Cristine  M.  Trahms,  M.S.,  R.D. 

Seattle,  WA  98195-7920 

(206)  685-1364  or  543-3370 

PROBLEM:  At  present,  no  coordinated  client-focused  program  exists  to  provide  continued  support  and 
effective  treatment  for  persons  with  serious  inherited  metabohc  disorders  as  they  transition  from  pediatric  to 
adult  care.  One  program  offers  a  successful  example:  Cognitively  normal  young  adults  with  phenylketonuria 
are  beginning  to  achieve  a  successful  transition  to  adult  care.  However,  there  are  other  groups  of  individuals 
with  more  difficult  metabolic  problems  for  whom  fewer  services  are  available. 

Significant  medical  concerns  have  been  identified  for  young  adults  ready  for  transition.  These  include  (1)  the 
need  for  complex  nutritional  therapy,  (2)  required  ingestion  of  special  metabolic  formulae,  (3)  a  complex 
schedule  of  medication  intake,  (4)  compromised  intellectual  and  physical  capabilities,  (5)  the  need  for  life-long 
treatment,  (6)  reproductive  concerns,  and  (7)  medical  needs  that  change  with  age.  Other  nonmedical  problems 
also  exist,  such  as  the  need  for  an  organized,  supported  living  situation. 

GOALS  AND  OBJECTIVES:  An  innovative  and  comprehensive  approach  will  be  developed  to  enable  young 
adults  with  metabolic  disorders  to  transition  to  adult-based  care.  The  general  goals  of  the  project  will  be  to:  (1) 
Provide  self-care  and  self-advocacy  skills  to  young  adults  with  inherited  metabolic  disorders;  and  (2)  provide 
knowledge  and  skills  to  health  care  providers  for  the  effective  health  care  of  these  persons. 

The  project  has  identified  the  following  objectives: 

1 .  Conduct  a  needs  assessment  to  gain  an  understanding  of  the  personal,  medical,  emotional,  and  cognitive 
status  of  young  adults  with  inherited  metabolic  disorders; 

2.  Identity  barriers  to  care  that  exist  between  these  young  adults  and  adult-based  care  systems  and  develop  a 
strategy  to  remove  these  barriers; 

3.  Develop  strategies  to  empower  young  adults  to  have  a  significant  role  in  their  own  care  and  to  prepare  them 
for  independence; 

4.  Train  primary  health  care  professionals  to  provide  appropriate  adult  care  for  these  individuals; 

5.  Aid  parent  efforts  in  facilitating  independent  adult  living;  and 

6.  Develop  evaluation  and  education  materials  to  be  used  by  clients,  families,  and  providers  to  facilitate  the 
transition. 


METHODOLOGY:  After  completing  a  needs  assessment  to  evaluate  health  status,  cognitive  function,  and  level 
of  independence,  the  young  adults  will  transition  to  an  adult  health  care  setting.  Appropriate  adult  health  care 
providers  will  be  identified  by  the  families  and  will  be  trained.  This  will  be  accomplished  by  (1)  recruiting  an 
internal  medicine  fellow  with  an  interest  in  genetics  to  receive  this  specialty  training  and  establish  the  specialty 
at  the  University  of  Washington;  (2)  working  with  1-2  managed  care  organizations  to  incorporate  the  needed 
care  into  their  systems;  and  (3)  providing  training  to  client-selected  community-based  providers.  A  parent 
consultant  will  work  with  the  project  to  facilitate  the  development  of  appropriate  living  situations  for  those 
young  adults  requiring  support. 
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Current  needs  require  innovative  methods  in  teaching  self-care  and  increasing  provider  skills  for  medically 
fragile  persons  with  inherited  metabolic  disorders.  Approaches  to  meeting  these  needs  include  ( 1 )  developing 
training  videotapes  and  experiences  on  nutrition-related  topics  such  as  low  protein  diets,  food  preparation,  and 
monitoring  of  food  intake,  and  (2)  providing  practitioners  with  information  on  these  disorders  on  a  regular  basis 
through  the  development  of  a  University  of  Washington  Metabolic  Disorders  Home  Page  for  the  World  Wide 
Web. 

The  Home  Page  will  include  pertinent  abstracts  and  references  on  specific  disorders;  information  on  medications 
and  preparations  used  by  these  patients;  treatment  protocols  for  the  various  disorders;  telephone  and  e-mail 
availability  of  consultants  from  disciplines  such  as  medicine,  nutrition,  social  work,  psychology,  and  genetic 
counseling;  dietary  therapy  protocols  and  guidelines;  and  support  group  contacts.  These  materials  will  be  used 
to  support  the  transition  of  individuals  who  live  in  areas  distant  from  the  university.  It  is  likely  that  the  computer 
access  information  will  eventually  be  coordinated  with  similar  efforts  being  initiated  by  members  of  the  Society 
for  Inherited  Metabolic  Disease. 


EVALUATION:  Project  success  will  be  measured  through  completion  of  the  needs  assessments,  training  of  the 

physicians  involved,  implementation  of  individualized  programs  for  the  young  adults  with  metabolic  disorders, 
and  establishment  of  pemianent  educational  linkages  between  the  University  of  Washington  and  the  primary 
care  providers. 

EXPERIENCE  TO  DATE:   Project  faculty  have  been  involved  in  research,  training,  and  clinical  services  for 
metabolic  disorders  for  more  than  20  years  and  are  experienced  in  the  practical  aspects  of  the  delivery  of  genetic 
and  nutritional  services.  The  faculty  have  long  participated  in  national  councils  for  the  delivery  of  health  care 
services  to  this  population.  Extensive  collaboration  exists  between  the  University  of  Washington,  State  Title  V 
programs  in  Region  X,  and  projects  of  the  Council  of  Regional  Networks  for  Genetics  Services  (CORN). 


Transition  of  Young  Adults  with 

Genetics 

Phenylketonuria  from  Pediatric  to  Adult -Based 

MCJ-531003 

Care 

10/01/92-09/30/95 

University  of  Washington 

Project  Director(s): 

Child  Development  and  Mental  Retardation  Center 

C.  Ronald  Scott,  M.D. 

Division  of  Pediatric  Genetics 

Crlstine  M.  Trahms.  M.S.,  R.D. 

Department  of  Pediatrics.  RD-20 

Seattle,  WA  98195 

(206)685-1364 

PROBLEM:  All  young  adults  with  phenylketonuria  (PKU)  require  training  and  support  for  long-term  dietary 
compliance  to  maintain  normal  cognitive  function  and  live  productive,  independent  lives.  In  addition,  young 
women  with  phenylketonuria  face  the  daunting  reproductive  risks  of  nearly  90  percent  adverse  pregnancy 
outcomes  (i.e.,  neurologically  damaged  offspring).  These  young  women  require  reproductive  education  to 
evaluate  their  options  and  prevent  the  birth  of  severely  mentally  retarded  children.  This  level  of  training  and 
support  is  not  readily  available  for  young  adults  receiving  treatment  in  the  pediatric  setting,  where  all  treatment 
programs  are  based.  Adult-based  treatment  programs  could  more  suitably  meet  the  needs  of  these  individuals. 

GOALS  AND  OBJECTIVES:  The  goals  of  this  project  are  to: 

1.  Identify  all  young  adults  with  phenylketonuria  in  the  State; 

2.  Help  these  young  persons  make  the  transition  from  pediatric  to  adult-based  care; 
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3.  Develop  a  transition  curriculum  to  address  the  health  care  needs  of  young  adults  with  phenylketonuria; 

4.  Train  adult-based  health  care  providers  to  provide  services  to  affected  young  adults;  and 

5.  Provide  reproductive  education  to  young  women  with  phenylketonuria. 

METHODOLOGY:  The  project  will  integrate  services  provided  by  existing  programs  to  create  a  coordinated, 
comprehensive,  statewide  transition  network  and  support  system  for  young  adults  with  phenylketonuria.  The 
following  methods  will  be  used: 

1.  All  young  adults  with  phenylketonuria  in  the  State  of  Washington  will  be  identified  by  a  review  of  records 
at  the  State  Health  Department,  a  review  of  registration  at  the  University  of  Washington  Medical  Center  and 
Children's  Hospital  and  Medical  Center,  and  personal  referral. 

2.  A  tracking  system  will  be  developed  to  maintain  contact  with  the  young  adults  and  the  progress  of  their 
transition  and  monitor  adult  achievement  milestones  such  as  educational  attainment,  employment  status,  and 
income. 

3.  Since  the  needs  of  this  group  can  no  longer  be  met  solely  from  the  pediatric  perspective,  a  social  worker 
with  knowledge  of  community  services  and  phenylketonuria  will  work  in  consultation  with  the  PKU  Clinic 
team  and  other  resources  to  design  a  model  of  adult-based  health  care  intervention  that  will  support 
continued  compliance  with  therapy  and  maintenance  of  appropriate  blood  phenylalanine  concentrations. 

EVALUATION:  The  project  will  be  evaluated  in  a  number  of  ways.  Comments  from  the  group  will  be 
carefully  considered  in  planning  programs,  changes,  seminars,  and  workshops.  The  regularity  of  blood 
phenylalanine  determinations  and  other  compliance  criteria  will  be  viewed  as  milestones  of  transition  for  this 
older  group  of  individuals. 

EXPERIENCE  TO  DATE:  Project  accomplishments  to  date  include  the  following: 

1.  We  believe  that  all  adults  with  phenylketonuria  in  the  State  of  Washington  have  now  been  identified.  This 
has  been  achieved  in  conjunction  with  the  Department  of  Pediatrics,  Division  of  Pediatric  Genetics;  the 
State  of  Washington  Division  of  Genetics;  the  Washington  State  Newborn  Screening  Program;  and  the 
Children's  Hospital  and  Medical  Center. 

2.  The  process  of  needs  assessment  has  been  completed.  The  young  adults  identified  by  the  tracking  efforts 
were  contacted  ,and  they  indicated  that  their  two  most  important  needs  were  peer  support  and  an  update  on 
the  treatment  of  phenylketonuria. 

3.  Seminars  for  young  adults  with  phenylketonuria,  their  parents,  and  their  families  were  conducted  based  on 
the  responses  to  the  initial  needs  assessment  questionnaires.  A  booklet  on  low  phenylalanine  food 
preparation  was  prepared,  and  a  newsletter  has  been  distributed. 

4.  With  the  support  of  the  Pacific  Northwest  Regional  Genetics  Group  and  the  Association  for  Retarded 
Citizens  of  Washington,  a  videotape  titled  Partners  in  Planning  was  developed,  addressing  reproductive 
responsibility. 

5.  The  goal  of  training  adult-based  health  care  providers  to  provide  services  to  affected  young  adults  was 
addressed  in  year  2  and  will  be  continued  in  year  3.  Negotiations  and  the  transitioning  of  these  patients  to 
the  University  of  Washington  Medical  Center  Clinic  have  begun  (with  overlap  of  clinic  staff),  and  clinic 
sessions  are  being  held  in  an  adult  clinical  setting. 

6.  This  year,  33  adults  were  seen  at  the  PKU  Clinic  and  either  continued  or  reinitiated  treatment. 
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The  World  Health  Organization  estimates  that  50  percent  of  those  infected  with  HFV  acquired  the  virus  between 
the  ages  of  15  and  24.  As  of  December  1995,  HIV/AIDS  was  the  sixth  leading  cause  of  death  in  young  people 
ages  15-24  years  in  the  United  States  (Centers  for  Disease  Control  and  Prevention). 

MCHB  funds  the  Ryan  White  Title  IV  Program  of  Coordinated  HIV  Services  and  Access  to  Research  for 
Children,  Youth,  Women  and  Families.  This  program  focuses  on  the  provision  of  culturally  sensitive,  family- 
centered,  community-based,  coordinated,  comprehensive  services  linked  to  clinical  research  for  children,  youth, 
and  women  with  and  at  risk  for  HIV  infection  and  their  families;  and  the  integration  of  these  services  into 
existing  systems  of  care. 

In  response  to  adolescents'  need  for  both  treatment  and  prevention  services,  the  demonstration  projects  described 
in  this  chapter  have  several  objectives:  Improve  access  to  comprehensive  systems  of  care  for  adolescents  with 
HIV  infection;  emphasize  prevention  to  reduce  the  spread  of  infection  to  adolescents;  improve  culturally 
sensitive  outreach  to  youth  at  high  risk  for  HIV  infection;  increase  the  number  of  HIV-infected  adolescents 
involved  in  appropriate  clinical  trials;  foster  the  development  of  financing  mechanism  to  sustain  comprehensive 
services  for  adolescents  infected  with  or  at  risk  for  HIV;  and  provide  technical  assistance,  information,  and 
advocacy  for  groups  and  organizations  addressing  adolescent  and  HIV  issues. 


Planning  and  Initial  Development  Project  Ryan  White  Title  IV 

Maricopa  County  Department  of  Public  Health  MCH-PD9077 

1 845  East  Roosevelt  Street  08  /  0 1  /  94-07  /  3 1  /  95 

Phoenix,  AZ   85006  Project  Director(s): 

(602)  506-6601  Heidi  Hutchins,  M.B.A. 
(602)  506-6885  fax 


PROBLEM:  Maricopa  County  faces  a  rapid  acceleration  of  the  HIV  infection  rate  among  its  adolescent 
population.  The  population  has  high  rates  of  drug  abuse,  sexually  transmitted  diseases  (adolescents  have  the 
highest  rates  of  chlamydia  and  gonorrhea  of  any  age  group),  and  pregnancy.  In  addition,  the  incidence  of 
HIV/AIDS  is  increasing  more  rapidly  among  minorities  and  women  in  Maricopa  County  than  among  any  other 
population  group. 

Adolescents,  women,  and  minorities  tend  to  have  greater  difficulty  accessing  health  care  services.  Barriers  to 
care  are  aggravated  in  the  case  of  a  person  with  HIV  if  the  network  of  community-based  groups  and  providers 
organized  around  the  needs  and  culture  of  the  gay,  white,  male  population. 

Because  many  of  the  risk  factors  for  HIV  are  associated  with  poverty,  HIV  largely  affects  families  whose  needs 
are  substantial  even  before  infection.  A  plan  for  expanding  the  medical,  health,  and  support  services  available  to 
women,  including  adolescent  mothers,  is  critically  needed.  In  particular,  appropriate  obstetrics  and 
gynecological  care  and  family  planning  services  must  be  expanded.  Women  participating  in  focus  groups  for 
Title  I  planning  expressed  a  concern  that  many  physicians  who  currently  provide  HIV/AIDS  care  in  Maricopa 
County  do  not  feel  comfortable  handling  the  unique  physical  and  psychosocial  difficulties  faced  by  adolescent 
and  adult  women  with  HIV.  The  vast  majority  of  women  living  with  HIV  in  Maricopa  County  are  currently 
being  treated  by  one  provider:  The  McDowell  Clinic,  which  is  owned  and  operated  by  the  Maricopa  County 
government. 

The  psychosocial  needs  of  adolescents,  women,  and  families  confronted  with  HIV  are  as  significant  as  their 
medical  needs.  Child  care  is  a  major  concern  among  married  women  as  well  as  single  fathers  and  mothers. 
Since  HIV/ AIDS  most  often  strikes  during  ages  when  individuals  typically  have  children,  child  care  assistance  is 
needed  to  allow  parents  to  attend  scheduled  health  and  support  services  appointments.  Hemophilia  families  also 
need  bereavement  and  psychosocial  support,  because  a  single  family  may  have  muUiple  HIV/AIDS  cases. 
Children  infected  at  birth  may  also  require  special  adoption  and  foster  care  services.  Other  critical  needs  include 
transportation  and  support  groups.  Legal  advocacy  services  are  needed  to  address  family  issues  surrounding 
adoption  and  foster  care,  if  parents  become  too  ill  to  care  for  children. 

Data  gathered  from  focus  groups  conducted  as  part  of  the  Title  I  planning  process  indicate  that  all  segments  of 
the  populations  infected  with  HIV  have  a  strong  desire  to  participate  in  clinical  trials  and  research.  Many  focus 
group  participants  were  frustrated  that  the  opportunity  to  participate  in  trials  was  extremely  limited  in  the 
Phoenix  area.  In  addition,  participants  expressed  concern  that  many  of  the  clinical  trial  programs  are  not  open  to 
children  or  women. 


GOALS  AND  OBJECTIVES:  A  multifaceted  approach  will  be  used  to  address  the  challenges  in  our 
community.  The  proposed  model  is  consistent  with  generally  accepted  principles  of  a  community-based  service 
delivery  network.  These  include: 

1.  A  committed  local  government; 

2.  Local  funding  consistent  with  service  needs; 

3.  A  strong  base  of  community  service  agencies  with  a  large,  broad-based  volunteer  pool; 

4.  Referral  linkages  between  the  primary  care  physician,  inpadent  facilities,  and  psychosocial  resources; 
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5.  The  support  of  key  communities  that  serve  the  affected  populations  or  that  affected  populations  identify  and 
trust;  and 

6.  A  sociopolitical  environment  that  increasingly  accepts  and  defines  HIV  as  a  community  problem  and  is 
willing  to  support  a  comprehensive,  integrated  system. 

The  goals  and  objectives  of  the  project  are  to: 

1.  Expand  the  current  coalition  of  service  providers,  agencies,  and  families  to  maintain  ongoing  collaborative 
relationships;  participate  in  a  needs  assessment;  and  develop  a  plan  to  meet  identified  needs.  These  steps 
will  result  in  a  comprehensive,  family-centered,  and  coordinated  system  of  care. 

2.  Assess  the  unique  medical  and  social  service  needs  of  the  target  populations  and  the  quantity  and  quality  of 
available  services  through  surveys  and  focus  groups,  and  ensure  the  provision  of  culturally  appropriate  case 
management  and  other  services  for  hemophiliacs,  racial  and  ethnic  minorities,  heterosexuals,  and  women. 

3.  Assess  the  needs  of  primary  care  providers  for  additional  information  about  HIV  in  women,  adolescents, 
and  children,  and  for  continuing  medical  education  on  HIV/AIDS-relatcd  issues. 

4.  Address  the  risk  factors  among  adolescents  by  planning  and  providing  an  expanded  prevention/education 
program  for  adolescents  in  and  out  of  school,  as  well  as  children. 

5.  Improve  access  to  clinical  trials  and  research  among  the  target  population  by  capitalizing  on  the  clinical 
trials  programs  currently  conducted  by  Maricopa  County  and  its  strong  relationship  with  incipient  clinical 
trials  programs  in  the  Phoenix  metropolitan  area. 

METHODOLOGY:  The  Maricopa  County  Department  of  Public  Health  (MCDPH)  is  submitting  an  application 
for  funding  of  this  project  under  the  Title  IV  HIV  Demonstration  Program  for  Children,  Adolescents,  and 
Families.  The  county-owned  and  operated  McDowell  Clinic  currently  provides  or  contracts  for  an  array  of  HIV- 
related  services,  including  diagnostic  .services  (counseling,  testing,  and  partner  notification),  outpatient  early 
intervention  services,  primary  care,  dental  services,  counseling,  nutritional  counseling,  clinical  psychologist 
consultation,  ancillary  .services  (laboratory,  x-ray,  and  pharmaceutical),  and  referral  .services.  The  McDowell 
Clinic  has  also  begun  conducting  clinical  trail  programs  sponsored  by  phannaccutical  companies.  As  of 
December  31,  1994,  the  McDowell  Clinic  was  following  1,006  patients  with  HIV,  and  it  adds  approximately  25 
new  clients  per  month. 

The  project  administrator  for  this  grant  is  also  responsible  for  the  overall  success  of  a  $2.2  million-dollar  Title  I 
program.  This  program  provides  a  wide  range  of  medical  and  support  services  with  which  the  Title  IV  program 
will  be  coordinated.  The  Public  Health  Prevention  program  offers  confidential  and  anonymous  counseling  and 
testing  for  HIV.  Last  year,  this  program  tested  over  8,000  persons.  The  Health  Education  and  Risk  Reduction 
program  provides  education  and  information  related  to  HIV  and  AIDS.  Tlie  HIV  Surveillance  and  Control 
program  is  responsible  for  conducting  an  epidemiological  investigation  of  each  person  reported  with  AIDS  or  a 
confirmed  positive  HIV  antibody  blood  test.  The  goals  of  this  program  are  to  document  the  extent  of  the 
outbreak,  perform  followup  on  all  reports  of  HIV  disease,  and  actively  attempt  to  identify  new  cases.  The 
proposed  Title  IV  effort  will  extend  current  efforts  being  conducted  by  Maricopa  County  to  meet  the  needs  of 
individuals  living  with  HIV/AIDS. 

The  mission  of  the  MCDPH  is  "to  assure  conditions  in  which  the  people  of  Maricopa  County  can  be  healthy." 
The  MCDPH  supports  three  operational  units:  Preventive  Medical  Services,  Epidemiology  and  Data  Systems, 
and  Community  Health  Services.  Oversight  for  the  needs  assessment  and  data  collection  activities  under  this 
project  will  be  assigned  to  the  Epidemiology  and  Data  Systems  division,  which  routinely  and  systematically 
collects,  assembles,  analyzes,  interprets,  and  makes  available  information  on  health  problems  and  conditions. 

EVALUATION:  The  results  of  the  project  will  be  evaluated  based  on  process  and  outcome  measures  developed 
for  each  of  the  goals  and  objectives. 
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Project  AHEAD  (Alliance  for  the  Health  of  Pediatric  AIDS 

Adolescents)  MCH-P09052 

Larkin  Street  Youth  Center  08/01/90-07/31/96 

1044  Larkin  Street  Project  Director(s): 

San  Francisco,  CA  94109  Janet  Shalwitz,  M.D. 

(415)  753-7780  Ron  Henderson,  M.A. 


PROBLEM:  San  Francisco  City  and  County  (SF)  is  the  national  epicenter  for  the  incidence  of  AIDS. 
According  to  the  1990  census,  SF  has  a  total  population  of  724,186.  Just  over  126,000  (17.4  percent)  are 
between  the  ages  of  10  and  24.  Approximately  28  percent  of  SF's  young  people  are  Asian/Pacific  Islander,  14 
percent  are  African  American,  19  percent  are  Latino,  38  percent  are  white,  and  1  percent  are  Native  American  or 
other.  Twenty-five  percent  of  the  city's  children  live  in  families  with  incomes  below  the  Federal  poverty  level, 
and  an  estimated  1,000-1,500  runaway  and  homeless  youth  spend  the  night  on  SF's  streets. 

As  of  the  end  of  April  1993,  16,043  cases  of  AIDS  have  been  reported  in  SF,  with  a  mortality  rate  of  nearly  70 
percent.  SF  has  the  highest  density  of  AIDS  cases  in  the  Nation — a  stunning  2,215  cases  per  100,000  people, 
nearly  100  times  greater  than  the  national  average  for  large  metropolitan  areas.  A  1992  report  estimates  that 
over  28,000  men,  women,  and  children  are  currently  living  with  HIV  in  SF,  representing  almost  4  percent  of  the 
city's  population.  This  means  incidence  of  HIV  infection  is  roughly  1  case  of  HIV  per  25  residents.  At  least 
1,000  men,  women,  and  children  are  expected  to  become  newly  infected  with  HIV  in  the  city  during  1993. 

At  least  900  youth  ages  1 3-25  are  estimated  to  be  living  with  HIV  in  the  city — almost  1  percent  of  the  total  SF 
youth  population.  The  majority  of  these  are  young  men  having  sex  with  men  or  young  gay /bisexual  youth  (71 
percent).  Ninety  percent  of  youth  with  AIDS  in  the  city  are  men  having  sex  with  men.  The  San  Francisco 
Department  of  Public  Health  (SFDPH)  estimates  that  among  the  city's  approximately  5,000  gay /bisexual  youth 
ages  12-25  who  do  not  use  drugs,  fully  12  percent  (600)  are  seropositive,  while  gay /bisexual  young  peoples  ages 
12-25  who  use  drugs  have  an  HIV  prevalence  rate  of  13  percent. 

A  survey  conducted  between  September  1990  and  October  1992  among  387  youth  attending  the  Cole  and  Larkin 
Street  Clinics  of  the  Special  Programs  for  Youth  (SPY)  Division  of  the  SFDPH  found  that  6.5  percent  of  those 
tested  for  HIV  were  seropositive.  HIV  seroprevalence  was  26  percent  among  gay/bisexual  youth,  50  percent 
among  gay/bisexual  youth  who  are  intravenous  drug  users,  23  percent  among  young  people  ages  20-24,  and  2.6 
percent  among  youth  ages  15-19. 

Statistics  on  high-risk  behavior  among  youth  in  SF  are  similarly  sobering.  A  1991-92  study  of  2,000  Bay  Area 
youth  ages  1 1-16  found  that  1  in  5  were  sexually  active,  and  60  of  those  youth  were  ages  13  and  14;  one-third 
had  sex  for  the  first  time  at  age  12  or  younger;  over  50  percent  had  multiple  partners;  and  over  one-third  rarely  or 
never  used  condoms.  In  a  survey  of  387  youth  tested  for  HIV  at  SPY's  Cole  and  Larkin  Street  Clinics  between 
September  1990  and  October  1992,  25  percent  of  respondents  stated  that  they  came  from  "violent"  home 
environments,  12.5  percent  reported  a  history  of  sexual  abuse,  37.5  percent  had  completed  no  higher  than  the 
sixth  grade,  25  percent  had  a  history  of  injection  drug  use,  21  percent  had  at  some  point  exchanged  sex  for 
money  or  drugs,  25  percent  had  been  previously  diagnosed  with  gonorrhea,  and  only  4.2  percent  reported  always 
using  a  condom  with  a  steady  partner.  According  to  Sherman's  1992  study  of  214  runaway  and  homeless  youth 
in  SF,  90  percent  stated  they  had  sexual  intercourse,  40  percent  had  a  sexually  transmitted  disease  (STD)  at  some 
point  in  their  lives,  and  younger  adolescents  ages  1 1-15  were  significantly  more  likely  to  have  had  an  STD  than 
older  youth  ages  1 6-2 1 . 

STD  rates  among  SF  youth  point  to  high  local  rates  of  unprotected  sex.  Cumulative  cases  of  gonorrhea  among 
youth  ages  15-19  in  1992  totaled  437,  representing  an  incidence  rate  of  1,235  cases  per  100,000  in  the  city,  with 
young  women  having  a  much  higher  rate  of  gonorrhea  infection  than  men.  The  increasing  incidence  of  HIV- 
related  tuberculosis  (TB)  poses  a  new  threat  to  youth.  In  1991,  over  1 1  percent  of  all  new  cases  of  TB  were  in 
persons  under  24  years  of  age.  Among  patients  under  treatment  for  TB  at  the  municipal  SF  TB  clinic  between 
1989  and  1991,  1 1.1  percent  of  youth  ages  15-19  and  22  percent  of  young  people  ages  20-29  were  found  to  be 
HIV  positive. 
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GOALS  AND  OBJECTIVES:  The  overall  goal  of  Project  Ahead  (Alliance  for  the  Health  of  Adolescents)  is  to 
assure  youth-centered,  culturally  competent,  caring,  collaborative,  family-involved,  and  diversely  financed  care 
for  high-risk  youth  and  HIV-infected  youth  in  the  Bay  Area  and  throughout  the  United  Stales.  Project  AHEAD 
has  the  following  specific  3-year  goals  and  first  year  objectives. 

Goal  1 :     Demonstrate  an  effective  means  of  preventing  HIV  in  youth  who  are  at  highest  risk  for  HIV  infection 
inSF. 

Objectives: 

a.  Provide  information  and  education  on  youth  and  HIV  to  3,000  Bay  Area  residents,  youth,  and 
health  providers; 

b.  Conduct  outreach  and  case  finding  to  a  minimum  of  800  of  SF's  highest  risk  youth,  mcluding 
males  who  have  sex  with  males,  injection  drug  users,  youth  engaging  in  survival  sex,  pregnant 
women,  and  youth  with  repeated  STDs  and  their  partners;  and 

c.  Provide  confidential  HIV  testing  at  SPY  primary  care  clinics  with  youth-sensitive  and  culturally 
competent  pretest  and  posltest  counseling,  followup,  and  Imkagc  to  appropriate  services  for  a 
minimum  of  300  youth. 

Goal  2:     Create  a  model  comprehensive,  community-based  system  of  care,  emphasizing  wellness  and 
empowcmient,  for  a  minimum  of  120  youth  with  HIV  and  their  loved  ones  in  SF. 

Objectives: 

a.  Provide  high-quality  health  care  through  a  multidisciplinary  team  approach  at  Project  AHEAD 
sites  to  a  minimum  of  60  new  and  continuing  youth; 

b.  Empower  a  minimum  of  50  youth  with  HIV  to  advocate  for  their  needs  and  concerns  and  assist 
their  peers  to  prevent  or  minimize  the  adverse  psychosiKial  effects  of  HIV  through  group 
socialization,  peer  support,  skills  development,  and  educational  activities;  and 

c.  Provide  education,  support,  and  social  service  interventions  to  the  friends,  families,  and  loved 
ones  of  a  minimum  of  1 5  youth  with  HIV. 

Goal  3:  Provide  linkage  and  assistance  with  services  (youth,  AIDS,  and  health  services)  in  the  Bay  Area  and 
throughout  the  United  States  to  ensure  youth-centered,  caring,  collaborative,  comprehensive,  family- 
involved,  accessible,  and  diversely  financed  care  for  youth  who  are  at  high  risk  and  HIV  infected. 

Objectives: 

a.  Promote  a  comprehensive,  community-based  network  of  health  care  services  for  youth  who  are  at 
high  risk  and  HIV  infected  in  SF,  incorporating  the  input  of  youth,  family,  loved  ones,  and 
providers;  and 

b.  Provide  HIV-related  and  youth-related  leadership,  training,  and  technical  assistance  to  a  minimum 
of  100  service  providers  (working  with  youth,  AIDS,  and  health  services)  in  the  Bay  Area  and 
throughout  the  United  States. 

METHODOLOGY:  SPY  will  renew  and  expand  Project  AHEAD,  its  ongoing  3-year  pediatric  HIV/AIDS 
demonstration  project.  The  project  will  ( 1 )  develop  and  demonstrate  effective  approaches  to  preventing  HIV  in 
youth  who  are  at  highest  risk  for  HIV  infection  in  the  Bay  Area;  (2)  develop  a  model  multiagency, 
public/private,  comprehensive,  community-based  system  of  care  emphasizing  wellness  and  empowerment  for 
HIV-infected  youth;  and  (3)  expand  linkages  and  technical  assistance  services  for  providers  (in  youth,  HIV,  and 
health  services),  both  within  the  Bay  Area  and  throughout  the  United  States. 

EVALUATION:  F*roject  AHEAD  will  enhance  its  data  bases  through  expanded  multisite  collection  that 
provides  detailed  insight  into  the  characteristics  of  our  populations  and  data  on  quantitative  and  qualitative 
impacts.  Our  systems  enhancement  will  allow  us  to  record  detailed  information  on  specific  risk  behaviors  of 
youth  and  track  their  progress  by  interfacing  with  cooperating  agency  data  systems. 


224  Adolescent  Health  Report 


The  system  will  seek  to  determine  whether  the  appropriate  people  are  being  served  by  obtaining  detailed 
information  related  to  client  risk  behaviors  and  demographics.  Feedback  from  youth  will  inform  us  of  the 
ongoing  effectiveness  and  appropriateness  of  our  staff  and  the  staff  of  cooperating  agencies  in  meeting  youth 
needs.  The  ongoing  development  of  integrated  models  of  comprehensive  care  will  be  tracked  through  process 
evaluation  strategies.  These  strategies  will  narratively  and  numerically  describe  the  ongoing  recruitment, 
training,  and  participation  of  providers,  as  well  as  the  empowerment  process  for  the  many  young  people  with 
HIV  employed  through  our  program. 


mV  Demonstration  Program  for  Children, 

Pediatric  AIDS 

Adolescents,  and  Families 

MCH-P04005 

Georgia  Department  of  Humsin  Resources 

08/01/88-07/31/97 

Division  of  Public  Health 

Project  Director(s): 

Family  Health  Services 

Virginia  Davis  Floyd,  M.D., 

2600  Skyland  Drive,  Lower  Level 

M.P.H. 

Atlanta.  GA  30319 

Wyndolyn  Bell,  M.D. 

(404)  679-4771 

(404)894-4781  fax 

PROBLEM:  Georgia  ranks  seventh  in  the  Nation  in  the  number  of  reported  AIDS  cases.  Through  December 
1993,  9,764  AIDS  cases  have  been  reported,  including  76  cases  in  children  under  age  5  and  13  cases  in  children 
ages  5-12.  Women  with  AIDS  account  for  8.8  percent  of  Georgia's  AIDS  cases,  and  African-American  women 
account  for  85  percent  of  cases  among  women.  Georgia  ranks  eighth  in  the  Nation  in  the  rate  of  AIDS  in  women 
(12  cases  per  100,000).  Further,  although  African  Americans  represent  only  27  percent  of  the  State's  population, 
they  account  for  60  percent  of  all  AIDS  cases. 

GOALS  AND  OBJECTIVES:  The  six  identified  project  goals  are  to: 

1 .  Increase  access  to  a  community-based,  family-focused  comprehensive  system  of  care  for  adolescent  men 
and  women  with  HIV; 

2.  Increase  access  to  a  community-based,  family-focused  system  of  care  for  children  infected  with  or  exposed 
to  HIV  and  their  parents; 

3.  Develop  a  statewide  system  for  referrals  and  access  to  clinical  trials; 

4.  Provide  HIV/AIDS  and  tuberculosis  training  and  education  to  families  and  health  care  professionals; 

5.  Initiate  development  of  comprehensive  services  for  women;  and 

6.  Improve  effective  coordination  among  consortium  members  to  ensure  optimal  service  delivery. 

The  program  intends  to  maintain  and  strengthen  activities  initiated  during  the  prior  3  years  through  Georgia's 
Pediatric  AIDS  Health  Care  Demonstration  Project,  as  well  as  increase  access  to  care  statewide.  Four  priority 
tasks  to  achieve  this  are  to:  (1)  Develop  a  coordinated  system  of  care  for  Department  of  Youth  Services  youth 
who  are  HIV  positive  or  at  risk  for  infection,  (2)  identify  potential  sites  throughout  Georgia  at  which  to  provide 
comprehensive  care,  (3)  develop  comprehensive  services  for  women  with  HIV  or  at  risk  for  infection,  and  (4) 
expand  education  and  training  activities. 

METHODOLOGY:  Georgia's  HIV  Demonstration  Program  for  Children,  Adolescents,  and  Families  (HDP)  will 
provide  consumer  and  family  services — with  the  exception  of  those  services  provided  by  the  Children's  Medical 


HIV /AIDS  Prevention  and  Care  for  Adolescents 


225 


Services  (CMS),  the  Title  V  agency — through  contracts  with  five  health  and  social  service  providers.  The 
Emory/Grady  Hospital  System  Department  of  Pediatrics  provides  clinical  care  to  children  and  adolescents.  This 
department  also  directs  the  clinical  tutorial  program  designed  to  provide  HIV  training  tor  health  care  workers. 
Emory/Grady's  Obstetrics  and  Gynecology  Department  provides  clinical  care  lor  pregnant  women.   Both 
departments  work  closely  with  Adult  Infectious  Disease  Services  to  coordinate  the  medical  care  of  adult  family 
members  who  are  served  by  the  project.  Targeted  outreach  for  education  and  prevention  activities  is  provided  by 
Hemophilia  of  Georgia,  Inc.,  the  Morehouse  School  of  Medicine,  and  Mercy  Mobile  Health  Care/St.  Joseph's 
Hispanic  Services.  AID  Atlanta  provides  child  care  services  for  families  while  they  are  being  served  in  the 
medical  clinic,  as  well  as  learning  centers  to  reinforce  general  educational  skills  for  patients  and  siblings.  The 
Atlanta  CMS  Clinic,  a  direct  service  agency  in  the  Maternal  and  Child  Health  Branch,  provides  specialized 
medical  care  for  children  and  adolescents  with  HIV  or  at  risk  for  infection  as  well  as  children  with  hemophilia, 
coordinating  the  use  of  medicaid  and  CMS  funds.  A  Consumer  Advisory  Board  (CAB)  provides  direct  input  to 
project  managers  on  services  provided  to  families. 

HDP  will  be  administered  by  the  Department  of  Human  Resources  (DHR),  the  State's  health  and  human  service 
agency.  DHR's  Maternal  and  Child  Health  Branch  director  is  HDP's  project  director. 

Coordination  with  appropriate  Stale  and  local  agencies  is  facilitated  by  the  links  to  community  care  established 
by  the  Division  of  Public  Health  (DPH)  and  by  linkages  among  professional  staff  at  the  participating  agencies. 
HDP  members  and  DPH  staff  participate  in  a  number  of  State  and  community  networks.  The  HDP  will  continue 
to  seek  additional  opportunities  to  network  and  coordinate  services  for  the  project's  target  population. 

EVALUATION:  The  project  coordinator  and  the  CAB  will  collaborate  on  evaluating  services  provided  and  the 
service  delivery  system  .  Evaluation  activities  will  monitor  the  ability  of  consortium  member  agencies  to 
provide  contracted  services;  the  ability  of  member  agencies  to  meet  individual,  family,  and  community  needs; 
and  the  ability  of  the  program  to  develop  and  provide  direct  services  that  respond  to  determined  gaps  in  services. 
An  interagency  data  committee  composed  of  representatives  from  the  consortium,  the  Centers  for  Disease 
Control  and  Prevention,  and  DPH,  as  well  as  data  experts,  will  oversee  project  data  collection,  evaluation,  and 
monitoring  activities. 


Resources  for  Adolescents  Program  Pediatric  AIDS 

Children's  Hospital  of  New  Orleans  MCH-P06030 

200  Henry  Clay  Avenue  08/01/88-07/31/97 

New  Orleans,  LA   701 17  Project  Director(s): 

(504)  524-461  1  Michael  Kaiser.  M.D. 
(504)  523-2084  fax 


PROBLEM:  Louisiana  ranks  1 1  th  in  the  Nation  in  the  number  of  AIDS  cases,  w  ith  an  annual  rate  of  27.4  new 
cases  per  100,000  people.  In  the  past  year  alone  (January  1993  to  January  1994),  the  number  of  AIDS  cases 
among  women  in  Louisiana  showed  a  dramatic  increase  of  80  percent,  from  272  to  490  women.  Children  under 
age  13  represent  1.4  percent  of  all  AIDS  diagnoses  in  Louisiana,  with  80  children  diagnosed  as  of  February 
1994,  and  adolescents  ages  13-19  represent  1  percent  of  all  Louisiana  AIDS  cases,  with  39  reported  cases.  As 
the  numbers  of  women,  children,  and  adolescents  with  HIV  continue  to  increase,  the  need  for  services  for  these 
persons  and  their  affected  family  members  continues  to  soar.  Although  the  Pediatric  AIDS  F*rogram  (PAP)  has 
been  instrumental  in  ensuring  that  a  comprehensive  system  of  care  is  available  to  women,  children,  and 
adolescents  with  HIV  and  their  families,  many  gaps  in  service  still  exist.  The  program  will  continue  to  provide 
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and  advocate  for  services.  Unfortunately,  until  significant  changes  are  made  in  the  health  and  welfare  systems, 
families  will  continue  to  face  obstacles  to  receiving  needed  services. 

GOALS  AND  OBJECTIVES:  The  goals  of  the  HIV  Demonstration  Program  for  Children,  Adolescents,  and 
Families  are  the  basis  for  this  program's  objectives,  which  are  to: 

1 .  Increase  the  number  of  services  available  to  women,  children,  and  adolescents  with  HIV  and  their  families 
through  collaboration  with  20  local  agencies,  grant  writing,  fund  raising,  and  other  reimbursement; 

2.  Enhance  family-centered  care  practices  by  integrating  a  minimum  of  25  individuals  affected  by  HIV  in  the 
planning  and  implementation  of  program  services; 

3.  Ensure  that  there  are  at  least  five  developmentally  and  culturally  appropriate  counsehng  and  testing  sites  for 
adolescents  in  metropolitan  New  Orleans; 

4.  Increase  by  10  percent  the  number  of  women,  children,  and  adolescents  with  HIV  and  their  families  in  the 
greater  New  Orleans  area  who  access  community-based,  family-centered,  coordinated  care  through  outreach 
and  case  management; 

5.  Provide  support  services  such  as  activities  offered  through  the  HIV  Education,  Assistance,  Resource  and 
Training  (HEART)  Center;  transportation;  and  respite  and  child  care  to  women,  children,  and  adolescents 
with  HIV  and  their  families; 

6.  Provide  age-appropriate  mental  health  services  to  a  minimum  of  30  families  affected  by  HIV  with  school- 
age  children  and  20  adolescents  affected  by  HIV  who  are  not  appropriately  served  in  the  community  due  to 
gaps  in  current  community  programs; 

7.  Increase  by  2,000  the  number  of  at-risk  women  and  adolescents  in  the  New  Orleans  metropolitan  area  who 
receive  education  about  prevention  of  HIV  infection  and  the  benefits  of  early  intervention  over  the  next 
year; 

8.  Increase  by  1,000  the  number  of  professionals  from  agencies  and  organizations  serving  women,  children, 
and  adolescents  with  HIV  and  those  at  risk  who  receive  HIV  education; 

9.  Increase  by  100  the  number  of  children,  youth,  and  women  with  HIV  and  their  families  who  receive  HIV- 
specific  health  education  at  the  HIV  Outpatient  Clinic,  NO/AIDS  Drop-in  Clinic,  and  the  HEART  Center; 
and 

10.  Continue  to  ensure  that  100  percent  of  women,  children,  and  adolescents  with  HIV  have  access  to  clinical 
trials  through  case  management,  health  education,  and  support  services. 

METHODOLOGY:  PAP  provides  case  management,  health  education,  resource  development,  mental  health 
services,  transportation,  volunteers,  counseling  and  testing  services,  and  support  to  women,  children,  and 
adolescents  with  HIV  and  their  families.  PAP  actively  provides  information  about  HIV/ AIDS  to  at-risk  women 
and  adolescents  through  presentations  to  schools  and  groups  of  women  in  their  child-bearing  years  and  outreach 
efforts  in  the  community.  Outreach  and  education  efforts  also  involve  professionals  who  work  with  individuals 
who  may  be  at  risk  of  infection.  These  professionals  are  provided  with  information  and  education  about 
HIV/ AIDS.  Program  staff  also  advocate  extensively  for  these  families  at  the  local  and  State  levels  to  ensure  that 
health  services,  social  support,  housing,  transportation,  and  clinical  trials  are  available  and  accessible. 

Case  managers  coordinate  services  utilizing  a  family-centered  model  of  care.  Services  will  be  offered  to  women 
with  HIV  who  are  pregnant,  postpartum  women  with  HIV  and  their  infants,  children  infected  with  HIV  through 
modes  other  than  perinatal,  and  adolescents  with  HIV  and  their  families.  The  program  will  also  continue  to  offer 
services  to  women  with  HIV  if  their  child  has  seroreverted  or  has  died  from  AIDS-related  complications.  PAP 
will  primarily  serve  individuals  residing  in  the  metropolitan  New  Orleans  area,  but  will  help  expand  these 
services  to  other  areas  of  Louisiana  through  outreach  and  education. 

EVALUATION:  A  multitiered,  ongoing  process  is  used  to  assess  progress  towards  achieving  PAP's  goals  and 
objectives.  Supervisors  meet  individually  with  the  program  coordinator  to  review  their  department's  progress, 
and  also  meet  collectively  to  monitor  program  activities  and  problem  solve  as  necessary.  Staff  hold  general 
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meetings  twice  a  month  to  discuss  and  resolve  identified  issues.  The  Pediatric  AIDS  Advisory  Board  and  the 
Adolescent  Consortium  meet  regularly  to  advise  the  program  and  monitor  its  achievements. 

A  client  satisfaction  survey  will  be  implemented  to  assess  all  services  of  the  program.  Outcomes  of  case 
management  will  be  evaluated  through  indicators  that  measure  improvement  in  quality  of  life.  The  outcome  of 
educational  efforts  will  be  evaluated  by  measuring  changes  in  knowledge  or  attitudes  of  participants.  The  health 
education  supervisor  is  responsible  for  coordinating  evaluation  activities  and  collaborates  with  a  community- 
based  psychologist  with  expertise  in  program  evaluation. 

EXPERIENCE  TO  DATE:  PAP  was  established  in  the  Children's  Hospital  in  1988  to  provide  comprehensive, 
coordinated,  family-centered  services  for  women  and  children  with  HIV  and  those  at  risk  of  infection.  The  need 
for  services  that  were  specifically  designed  for  adolescents  became  apparent,  and  in  1990,  Children's  Hospital 
implemented  the  Resources  for  Adolescents  Program  (RAP),  initially  funded  through  the  Maternal  and  Child 
Health  Bureau  and  now  partially  funded  through  Ryan  White  Title  I.  Both  programs  are  located  at  Kingsley 
House,  a  multiservice  agency  easily  accessible  by  public  transportation.  The  HEART  Center  is  also  located  at 
Kingsley  House,  serving  as  a  drop-in  center  for  families  affected  by  HIV.  Program  services  are  provided  at 
Kingsley  House,  at  the  Medical  Center  of  Louisiana  HIV  clinics,  at  private  hospitals  and  offices,  in  clients' 
homes,  and  wherever  services  are  needed. 

The  New  Orleans  system  of  care  for  women  and  children  continues  to  be  a  model  for  other  areas  of  the  country. 
Although  the  case  management  component  of  this  project  is  based  with  PAP,  the  program  has  an  extensive 
history  of  taking  the  lead  in  organizing  and  coordinating  the  necessary  care  providers  in  the  HIV-related  service 
system  to  ensure  that  clients  have  access  to  a  single  coordinated,  comprehensive  system  of  care.  The  pediatric 
and  adolescent  programs  funded  by  the  Health  Resources  and  Services  Administration,  the  primary  care  program 
funded  by  the  State  of  Louisiana/medicaid,  the  ACTU  research  program  funded  by  the  National  Institutes  of 
Health,  and  the  perinatal  counseling  and  testing  program  funded  by  the  Centers  for  Disease  Control  and 
Prevention  all  combine  into  a  single  coordinated,  comprehensive,  family-centered  system  of  care. 

Formal  contracts  have  been  signed  for  services  within  the  Medical  Center  of  Louisiana  Clinics.  Louisiana  State 
University  contracts  for  case  management,  health  education,  and  child  care  services  for  women,  children,  and 
adolescents  attending  the  HIV  clinics.  Tulane  contracts  for  case  management,  transportation,  and  child  care 
services  for  clients  participating  in  clinical  trials.  PAP  has  an  extensive  network  that  has  been  developed  within 
the  general  community  and  among  other  AIDS  service  organizations.  PAP  collaborates  with  over  50  agencies 
that  provide  direct  service,  and  approximately  40  agencies  are  represented  on  the  PAP  Advisory  Committee. 
Program  staff  representation  and  leadership  maximize  collaboration  with  other  service  organizations.  For 
example,  the  project  director  serves  as  executive  director  of  the  NO/AIDS  Task  Force  and  on  the  board  of  United 
Services  for  AIDS,  and  the  project  coordinator  serves  on  the  Louisiana  AIDS  Commission. 
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PROBLEM:  As  of  March  1,  1994,  5,403  cases  of  AIDS  have  been  reported  in  Michigan.  Detroit,  the  State's 
largest  city,  is  experiencing  an  HIV  epidemic.  As  of  March  1 ,  1994,  45  percent  of  the  AIDS  cases  in  the  State 
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are  located  in  Detroit.  Women  with  AIDS  represent  12  percent  of  the  State's  AIDS  cases.  The  majority  of 
these  women  are  African  Americans  with  the  risk  factor  of  intravenous  drug  use. 

Maternal  HIV  seroprevalence  data  obtained  from  anonymous  newborn  screenings  demonstrate  that  perinatal 
exposure  to  HIV  infection  has  steadily  increased  since  1985.  The  vast  majority  of  these  infants  are  born  to 
intravenous  drug  users  or  the  sexual  partners  of  intravenous  drug  users. 

The  Centers  for  Disease  Control  and  Prevention  reports  that  the  number  of  AIDS  cases  among  13-19  year  olds 
grew  more  than  six  times  in  the  last  4  years.  Nearly  one-third  of  adolescents  have  unprotected  sex  with  several 
partners  by  the  time  they  leave  high  school.  The  Michigan  Department  of  Health  (MDPH)  estimates  between 
10,000  and  15,000  cases  of  HIV  infection  have  occurred  in  Michigan  as  of  June  1991.  Between  350  and  525  of 
these  cases  are  believed  to  be  in  the  15-19-year-old  age  range. 

While  development  of  the  Detroit  Medical  Center's  Pediatric  AIDS  Prevention  and  Control  Program  (PAPCP) 
and  MDPH  policies  has  had  a  positive  impact,  gaps  still  exist  in  the  delivery  of  comprehensive  services  to 
families  affected  by  HIV. 


GOALS  AND  OBJECTIVES:  The  goals  of  the  project  are  to: 

1.  Develop  an  effective,  coordinated  system  to  provide  comprehensive  care  to  children,  youth,  and  women 
with  HIV  and  their  families. 

•  Provide  case  management  to  every  child,  youth,  or  woman  with  HIV  who  enters  PAPCP. 

•  Enhance  multidisciplinary  involvement  in  the  AIDS  Children's  Multidisciplinary  Specialty  (CMS) 
Clinic. 

•  Enhance  and  foster  development  of  a  family  center  for  families  affected  by  HIV,  where  pediatric  and 
maternal  medical  specialty  care  is  integrated  with  psychosocial,  peer,  paraprofessional,  logistical,  and 
other  social  support  services. 

•  Enhance  development  of  onsite  substance  abuse  services  for  the  at-risk  population  and  mechanisms  for 
collaborating  with  local  substance  abuse  coordinating  agencies. 

•  Develop  onsite  family  planning  services  for  women. 

•  Develop  an  adolescent  center  to  provide  coordinated  medical  and  psychosocial  services  to  youth  with 
HIV. 

2.  Emphasize  prevention  within  the  comprehensive  care  system  to  reduce  perinatal  transmission  of  HIV  and 
the  spread  of  infection  to  vulnerable  populations,  especially  minorities  and  adolescents. 

•  Ensure  risk  assessments,  counseling,  and  HIV  antibody  testing  by  developing  protocols  and  training 
programs  in  local  health  department  family  planning  programs. 

•  Develop  and  implement  a  culturally  sensitive,  developmentally  appropriate  adolescent  HIV  outreach 
program  for  youth  with  high-risk  behaviors. 

•  Develop  an  adolescent-specific  testing  and  counseling  program. 

•  Enhance  a  program  of  homebound  risk  reduction  education  for  postpartum  mothers  who  abuse 
substances. 

3.  Develop  a  comprehensive  care  system  that  is  culturally  sensitive,  family  centered,  and  community  based. 

Develop  referral  mechanisms  to  ensure  that  families  affected  by  HIV  are  served  by  the  Parent 
Participation  Project,  including  the  Family  Support  Network  and  Project  Uptown. 

•  Increase  family  participation  in  policy  development  and  program  implementation  through  the 
Community  AIDS  Advisory  Committee  and  the  Children's  Special  Health  Care  Services  (CSHCS) 
Advisory  Committee. 

•  Develop  and  implement  protocols  and  trainings  by  Project  Uptown  and  Family  Support  Network  staff 
to  enhance  the  cultural  sensitivity  and  competency  of  program  staff. 
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4.  Foster  development  of  permanent  financing  mechanisms  to  maintain  comprehensive  care  systems  for 
children  with  HIV. 

•  Identify  and/or  develop  sources  of  permanent  financing  for  comprehensive  care,  including  Federal, 
State,  and  local  governmental  agencies  and  private  institutions. 

5.  Ensure  the  provision  of  the  appropriate  level  of  high  quality  care  that  emphasires  ambulatory  care  systems 
to  reduce  unnecessary  hospitalizations. 

•  Develop  a  policy  to  ensure  that  infants,  children,  and  youth  with  HIV  are  managed  medically  by  AIDS 
CMS  clinics  or  CSHCS-approved  providers,  utilizing  provider  approval  and  quality  assurance 
mechanisms 

•  Support  and  encourage  the  participation  of  children,  youth,  and  women  in  clinical  trials  at  Children's 
Hospital  of  Michigan  and  Harper  Hospital. 

6.  Increase  the  access  of  children,  youth,  and  women  with  HIV  and  their  families  to  comprehensive  care 

services. 

•  Enhance  outreach  activities  to  high-risk  groups,  including  women  who  abuse  substances,  homeless  and 
runaway  youth,  gay  and  lesbian  youth,  and  juvenile  offenders. 

•  Enhance  prevention  strategies  and  testing  and  counseling  referrals  in  existing  adolescent  health  centers 
in  metropolitan  Detroit. 

•  Enhance  logistical  support  services  to  incrca.sc  families'  ability  to  access  comprehensive  care. 

METHODOLOGY:  The  Pediatric  HIV/AIDS  Demonstration  Project  will  coordinate  and  expand  Michigan's 
developing  comprehensive  care  system  for  children  with  HIV  in  order  to  provide  culturally  sensitive,  family- 
centered,  community-based  care  that  is  integrated  into  existing  service  systems. 

The  project  will  address  the  gaps  in  the  current  system  of  care  for  children  with  HIV  and  their  families  by 
developing  a  model  that:  ( I )  Coordinates  quality  medical  specially  services  for  children  and  parents;  (2) 
integrates  medical  specialty  services  with  a  range  of  support  services;  and  (3)  generates  a  financing  strategy  to 
support  implementation  of  the  comprehensive  model  statewide,  according  to  need.  The  project  will  also 
emphasize  prevention  to  reduce  perinatal  transmission  of  HIV  and  the  spread  of  the  infection  among  minorities 
and  adolescents  by  incorporating  education  and  risk  reduction  activities  into  family  planning  and  substance 
abuse  services  and  developing  a  specialized  outreach  program  for  youth  w  iih  high-risk  behaviors. 

The  Division  of  Children's  Special  Health  Care  Services,  Bureau  of  Child  and  Family  Services.  MDPH,  will 
manage  the  Pediatric  HIV/AIDS  Demonstration  Project.  The  project  consists  of  a  comprehensive  care  system 
that  includes  case  management;  primary  and  tertiary  medical  care;  prevention  activities;  and  health  and  logistical 
support  services,  including  respite  care,  housing  services,  substance  abuse  and  mental  health  services, 
educational  services,  family  planning,  and  child  welfare  and  psychosocial  support  services.  Clinical  services 
will  be  delivered  by  PAPCP  and  coordinated  with  a  full  range  of  community-  and  home-based  support  services. 

EVALUATION:  Evaluation  of  the  project  will  involve  standardized  assessment  tools,  patient  and  staff 
satisfaction  surveys,  data  outcome  analysis,  and  quality  assurance  activities. 
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PROBLEM:  Gay  and  bisexual  adolescents  face  an  urgent  and  grave  danger  of  HIV  transmission.  Young  men 
who  have  engaged  in  high-risk  sex  with  other  men  account  for  the  largest  proportion  of  AIDS  cases  among 
adolescents  and  young  adults  (ages  13-24)  in  the  State  of  Minnesota  and  the  Nation.  Recent  research  suggests 
that  gay  and  bisexual  youth  have  been  less  likely  than  adult  counterparts  to  adopt  guidelines  to  reduce  the  risk  of 
HIV  infection. 

Beyond  the  challenge  of  HIV  prevention  among  high-risk  adolescents  is  the  problem  of  caring  for  youth  who  are 
already  infected.  In  general,  services  for  youth  with  HIV/ AIDS  have  not  keep  pace  with  those  for  younger 
children  and  adults.  Existing  case  management  and  comprehensive  care  programs  for  children  and  adults  have 
not  successfully  reached  infected  youth.  Adolescents  who  are  HIV  seropositive  seldom  receive  appropriate 
medical  and  psychosocial  services  after  diagnosis.  Youth  with  HIV/AIDS  face  institutional  barriers  to 
entitlement  programs,  chemical  dependency  treatments,  housing,  clinical  trials  of  experimental  therapies,  and 
other  essential  services  that  were  designed  for  adults. 

GOALS  AND  OBJECTIVES:  The  project  has  the  following  goals  and  objectives. 
Goal  1:     Prevent  HIV  transmission  to  and  from  gay  and  bisexual  male  youth  (ages  13-21). 
Objectives: 

1.  Provide  outreach,  HIV  risk  assessment,  risk  reduction  counseling,  peer  education,  case 
management,  and  necessary  referrals  to  at  least  70  percent  of  an  anticipated  100  new  clients 
annually. 

2.  Coordinate  a  network  of  at  least  50  community  referral  agencies  (the  Community  AIDS  Network) 
involved  in  HIV  prevention  and  treatment  among  youth. 

3.  Provide  followup  risk  assessment  and  risk  reduction  counseling  to  at  least  70  percent  of  adolescent 
clients  to  reinforce  and  evaluate  progress  in  HIV  prevention. 

4.  Reduce  the  overall  risk  of  HIV  transmission  among  at  least  50  percent  of  adolescent  clients  by  the 
time  of  their  3-month  followup  assessment. 

Goal  2:     Provide  outreach  and  comprehensive,  coordinated,  and  family-centered  care  to  all  Minnesota  youth 
with  HIV,  regardless  of  the  mode  of  infection. 

Objectives: 

1.  Provide  anonymous  and  confidential  HIV  antibody  counseling  and  testing  to  100  persons  who  are 
clients  of  the  HIV  prevention  program,  other  young  men  who  have  sex  with  men,  or  sexual/drug 
use  partners  of  youth  who  are  HIV  seropositive. 

2.  Offer  comprehensive  medical  and  psychosocial  services  to  all  youth  (ages  13-22)  with  HIV  and 
their  families. 

3.  Continue  to  provide  comprehensive  care  to  29  HIV  seropositive  youth  and  families  during  the 
1994-95  grant  period. 
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4.     Provide  comprehensive  care  to  15  newly  diagnosed  adolescents  with  HIV  and  their  families  each 
year. 

Goal  3:     Demonstrate  HIV/AIDS  prevention  and  treatment  services  for  youth  to  other  localities. 

Objectives: 

1 .  Disseminate  existing  University  of  Minnesota  Youth  and  AIDS  Projects  (YAP)  brochures, 
posters,  instructional  manuals,  videotapes,  fact  sheets,  and  publications  to  at  least  1,000 
professionals  and  agencies  annually. 

2.  Annually  present  information  about  the  prevention  program  and  the  care  of  youth  with  HIV  to 
professional  audiences  through  publications  and  local,  regional,  and  national  conferences. 

3.  By  the  end  of  the  1993-94  grant  period,  develop  networks  of  professionals  who  serve  youth  to 
replicate  HIV  prevention  programs  for  gay  and  bisexual  youth  in  three  rural  and  suburban 
Minnesota  communities.  (This  objective  has  been  accomplished.) 

4.  By  the  end  of  the  1994-95  grant  period,  establish  social  support  groups  or  alternative  strategies  to 
reach  gay  and  bisexual  youth  in  six  Minnesota  rural  and  suburban  communities. 

METHODOLOGY:  YAP  is  a  university-based,  community-based,  statewide  dcnn>nslration  program  located  in 
south  Minneapolis,  Minnesota.  Its  administrative  home  is  the  Division  of  General  Pediatrics  and  Adolescent 
Health  at  the  University  of  Minnesota. 

The  mission  of  YAP  is  to  prevent  transmission  of  HIV  to  and  from  high-risk  youth  and  provide  care  to  young 
people  and  families  living  with  HIV  infection.   YAP  aims  to:  ( 1 )  Contain  the  spread  of  HIV  through  an 
intensive  prevention  program  for  gay  and  bisexual  youth,  and  (2)  ensure  high  quality  care  for  all  Minnesota 
youth  with  HIV  through  outreach  and  comprehensive  services. 

EVALUATION:  The  program  will  systematically  collect  demographic.  HIV  risk  assessment,  psychosocial,  and 
medical  data  from  clients  who  are  involved  in  the  prevention  program,  HIV  antibody  counseling  and  testing,  and 
services  for  youth  with  HIV  and  their  families.  These  data  will  be  used  to  determine  client  characteristics, 
monitor  objectives,  evaluate  program  efficacy,  modify  procedures,  document  unmet  needs,  and  provide  new 
information  to  other  providers. 

EXPERIENCE  TO  DATE:  Since  1989,  YAP  has  sponsored  quarterly  meetings  of  concerned  professionals, 
agencies,  and  affected  families  under  the  auspices  of  the  Community  AIDS  Network.  Close  collaboration  with 
other  agencies  has  been  reflected  in  joint  grant  writing  and  programmatic  efforts.  YAP  receives  Ryan  White 
Title  II  funds  and  funds  for  prevention  services  from  the  Minnesota  Department  of  Health  (MDH).  In  addition  to 
these  ties  with  the  MDH,  case  managers  are  in  regular  communication  with  the  Social  Security  Administration, 
medical  assistance  offices,  and  the  Department  of  Human  Services,  which  administers  the  AIDS  Drug 
Reimbursement  Program. 
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PROBLEM:  The  number  of  new  cases  of  HIV  in  women,  children,  and  youth  continues  to  increase  at  an 
alarming  rate.  Despite  the  clinical  ability  to  diagnose  HIV  in  almost  100  percent  of  infants  by  3-6  months  of 
age  and  prophylax  against  Pneumocystis  carinii  pneumonia  (PCP),  the  rate  of  PCP  in  infants  has  not  decreased 
significantly  because  many  infants  born  to  women  with  HIV  are  not  identified  until  they  are  diagnosed  with 
PCP.  Results  of  the  ACTG  076  clinical  trial  demonstrated  a  decreased  perinatal  transmission  rate  in  women 
treated  with  zidovudine  during  pregnancy.  The  results  of  this  trial  may  have  a  significant  impact  on  the 
counseling  and  testing  offered  to  women,  the  clinical  management  of  women  with  HIV,  and  the  systems  that 
serve  them. 

Providers  serving  children,  youth,  women,  and  families  with  HIV  continue  to  require  education  targeted  to  their 
level  of  expertise,  materials  targeted  to  their  informational  needs  and  those  of  their  clients,  access  to  networking 
opportunities  with  other  HIV  providers,  and  assistance  in  developing  systems  of  care  responsive  to  the  needs  of 
children,  youth,  and  families.  The  Ryan  White  Title  IV  Pediatric/Family  HIV  Demonstration  Program  continues 
to  serve  an  essential  role  in  the  development  of  systems  of  care  for  children,  adolescents,  and  their  families  in 
many  communities.  As  health  care  reform  proposals  emerge  and  are  implemented,  both  providers  and 
policymakers  will  benefit  from  information,  education,  and  technical  assistance. 

GOALS  AND  OBJECTIVES:  The  goals  of  the  National  Pediatric  HIV  Resource  Center  (NPHRC)  are  to: 

1 .  Promote  the  development  of  family-centered,  community-based,  coordinated,  culturally  competent  systems 
of  care  directly  through  training  and  assistance  to  providers  and  indirectly  through  collaboration  with  service 
systems; 

2.  Provide  access  to  state-of-the-art  information  about  children,  youth,  and  families  with  HIV  through 
clearinghouse  activities; 

3.  Establish  mechanisms  for  anticipating  and  responding  to  issues  of  importance  to  providers  of  care  to 
children,  youth,  and  their  families; 

4.  Strengthen  provider  capacity  by  increasing  access  to  state-of-the-art  information  about  diagnosis  and 
treatment  of  HIV  infection  in  children,  youth,  and  families; 

5.  Facilitate  the  exchange  of  ideas  and  information  through  conferences  and  meetings;  and 

6.  Formulate  national  public  policy  and  inform  Federal  policy  related  to  the  care  of  children,  youth,  and 
families  with  HIV. 


METHODOLOGY:  NPHRC  will  collaborate  with  the  Bureau  of  Maternal  and  Child  Health  in  assisting:  (1) 
Existing  or  potential  Title  IV  projects,  including  those  funded  as  Planning  and  Initial  Development  grantees;  (2) 
States,  through  their  children  with  special  health  needs  (CSHN)  and  HIV  programs;  and  (3)  communities,  to 
further  develop  their  capacity  to  organize  programs  and  systems  that  serve  women,  children,  youth,  and  families 
with  or  at  risk  for  infection  by  HIV. 

Using  teams  of  peer  experts,  NPHRC  will  provide  onsite  and  offsite  technical  assistance,  including  training,  to 
address  the  needs  of  individual  projects.  Resource,  the  NPHRC  newsletter,  will  be  published  twice  a  year. 
Standard  of  care  guidelines,  reports  of  expert  panel  groups,  patient  education  materials,  videos,  policy  papers. 
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and  other  print  media  will  be  produced  and  disseminated.  Focus  groups  will  provide  direction  on  the  educational 
needs  of  providers  and  communities  and  on  policy  issues.  Clinical  training  will  be  provided  to  professionals. 
Advanced  training  that  promotes  family-centered,  culturally  competent,  multidisciplinary  HIV  care  will  be 
conducted  throughout  the  United  States.  The  "train-thc-trainer"  approach  will  mcrease  outreach  to  providers  and 
ensure  their  ongoing  access  to  a  resource  person.  Invitational  meetings  on  selected  topics  will  be  held  and 
standards  of  care  will  be  disseminated.  The  annual  meeting  of  Title  IV  projects  and  a  public  policy  conference 
will  be  held.  The  project  will  develop  public  policy  analyses  of  Ryan  White  reauthorization.  Title  IV  impacts, 
health  care  reform,  and  other  topics,  and  disseminate  these  to  policymakers. 

Active  collaboration  will  be  pursued  with  national  organizations.  State  Title  V  agencies,  AIDS  organizations, 
and  Federal  agencies  concerned  with  HIV,  children,  and  youth.  NPHRC  will  collaborate  with  national 
clearinghouses  to  ensure  that  materials  are  available  on  pediatric  HIV  infection.  NPHRC  will  actively 
collaborate  with  the  Institute  for  Family  Centered  Care  to  coordinate  family  involvement  and  input  into 
activities. 


EVALUATION:  Formative  evaluation  will  continue  for  each  program  component.  Feedback  from  evaluations 
will  be  used  to  refine  programs,  products,  and  implementation  strategies.  The  Evaluation  Advisory  Committee 
will  help  develop  a  strategy  to  assess  the  role  of  NPHRC  as  a  national  source  of  information,  resources,  and 
education  concerning  children,  youth,  and  families  with  HIV  in  order  to  determine  the  impact  of  NPHRC's 
mission  and  efforts. 


Model  Comprehensive  Health  Care  Program  for 

Pediatric  AIDS 

Adolescents  with  and  at  Risk  for  HTV  Infection 
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Division  of  Adolescent  Medicine 
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1  1 1  East  210th  Street 

Bronx.  NY    10467 

(718)  882-0023 

(718)882-0432  fax 

PROBLEM:  The  World  Health  Organization  estimates  that  50  percent  of  those  infected  with  HIV  acquired  their 
disease  between  the  ages  of  15  and  24,  and  scientists  from  the  National  Cancer  Institute  estimate  that  25  percent 
of  new  HIV  infections  in  the  United  States  are  among  youth  under  age  22.  The  limited  .seroprevalence  studies  of 
youth  that  have  been  conducted  point  to  significant  rates  of  infection  among  subpopulalions  of  youth.  For 
example,  the  U.S.  Job  Corps  identified  812  youth  with  HIV  out  of  270.(X)O  students  ages  16-21  (seroprevalence 
0.3  percent)  from  January  1988  through  December  1992.  Recent  reports  confirm  the  risks  for  youth.  The  Alan 
Guttmacher  Institute  reported  that  66  percent  of  the  1 2  million  new  se.xually  transmitted  diseases  occur  each  year 
among  persons  under  age  25;  the  Centers  for  Disease  Control  and  Prevention  (CDC)  showed  continued  increases 
in  adolescent  pregnancy  rates,  with  New  York  among  the  si.x  States  reporting  an  increase  of  more  than  10 
percent  from  1980  to  1990;  another  CDC  study  showed  fewer  than  half  of  all  sexually  active  adolescents  use 
condoms  consistently;  and  the  Monitoring  the  Future  survey  of  50,000  junior  and  senior  high  school  students 
documented  increases  in  substance  use. 

In  the  absence  of  accurate  youth-directed  seroprevalence  studies,  we  can  only  give  the  most  general  estimate  of 
the  scope  of  the  population  already  infected  or  at  risk.  However,  it  is  clear  that  a  large  gap  exists  between  the 
number  of  adolescents  who  are  presumed  to  be  infected  and  the  number  who  are  actually  in  care.  Preliminary 
results  from  an  extensive  national  survey  conducted  in  late  1993  by  the  National  Institute  of  Child  Health  and 
Human  Development  (NICHD).  in  collaboration  with  staff  from  the  Adolescent  AIDS  Program  (AAP), 
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identified  only  1,360  youth  (ages  10-25)  with  HIV  in  care  at  the  major  adolescent,  pediatric,  and  adult  sites 
responding  to  the  survey. 

New  York  City  remains  an  epicenter  of  the  AIDS  epidemic.  Data  from  the  New  York  City  Department  of 
Health  through  the  end  of  1993  show  a  total  of  445  reported  cases  of  AIDS  in  New  York  among  youth  ages  13- 
21.  Of  these,  101  were  from  the  Bronx.  Throughout  New  York  City,  there  have  been  approximately  50  new 
adolescent  AIDS  cases  reported  each  year  since  1987.  The  number  of  AIDS  cases  is  conservatively  estimated  to 
represent  10  percent  of  the  population  infected  by  HIV,  so  that  each  year  there  may  be  500  youth  who  are  newly 
infected  with  HIV  in  our  city.  The  Bronx  is  home  to  over  330,000  youth  under  age  18  and  is  also  the  borough 
with  the  highest  incidence  of  new  AIDS  cases  in  the  city.  The  south  Bronx  has  the  highest  AIDS  prevalence 
rates  in  the  city:  235  per  100,000,  220  percent  above  the  city  average.  The  Bronx  also  has  the  highest  rate  of 
adolescent  pregnancy  in  the  city,  with  adolescents  accounting  for  20  percent  of  all  births.  Early  sexual  debut, 
failure  to  incorporate  safe  sex  practices  into  all  sexual  encounters,  high  rates  of  sexually  transmitted  diseases, 
and  alcohol  and  injection  drug  use — all  occurring  within  a  geographic  area  with  very  high  rates  of  HIV 
prevalence — put  Bronx  youth  at  great  risk  for  infection  by  HIV.  Three  Bronx  hospitals  consistently  report 
maternal  HIV  seroprevalence  rates  of  2-4  percent.  In  addition  to  increased  transmission  rates  among  women, 
women  constitute  a  growing  percentage  of  adolescents  newly  diagnosed  with  HIV.  This  may  be  because 
prenatal/maternity  programs  have  been  one  of  the  few  medical  systems  to  routinely  integrate  HIV  testing  into 
their  practices,  and  they  also  serve  as  an  important  access  point  into  the  health  care  system  for  many  women. 
The  approach  of  incorporating  HIV  risk  assessment,  counseling,  and  testing  into  other  youth-serving  systems  of 
care  has  not  yet  been  widely  adopted.  The  lack  of  a  clear  consensus  among  youth-serving  agencies  and  medical 
providers  on  the  benefits  of  routine  HIV  risk  assessment,  counseling,  testing,  and  early  medical  intervention  has 
had  an  impact  on  the  identification  and  linkage  to  care  of  youth  with  HIV. 

GOALS  AND  OBJECTIVES:  The  project  has  the  following  goals  and  objectives. 

Goal  1:     Expand  comprehensive  medical  services  and  links  with  clinic  research  offered  to  youth  ages  13-21 
with  or  at  risk  for  HIV  infection. 

Objectives: 

la.   Provide  developmentally  appropriate  HIV  counseling  and  testing  to  at-risk  adolescents  and  sexual 
partners  of  youth  with  HIV. 

lb.  Provide  age-specific,  comprehensive  medical  evaluation  and  ongoing  outpatient  and  inpatient  care 
for  youth  with  HIV. 

Goal  2:     Provide  comprehensive  psychosocial  services  and  case  management  to  youth  with  HIV. 

Objectives: 

2a.   Provide  psychosocial  assessment,  crisis  intervention,  individual  and  group  therapy,  and  referrals  to 
drug  treatment  programs. 

2b.  Provide  individual  and  group  risk  reduction  programs  addressing  substance  use,  safer  sex,  and 
partner  notification. 

2c.   Provide  comprehensive  case  management  services,  including  access  to  entitlement  programs  and 
legal  services. 

2d.  Seek  to  "institutionalize"  the  model  program  by  reimbursing  medical  and  psychosocial  services. 

Goal  3:     Work  collaboratively  in  the  Bronx  and  other  boroughs  to  identify  and  serve  adolescents  at  risk  for  or 
infected  with  HIV,  and  increase  provider  capacity. 

Objectives: 

3a.   Establish  and/or  maintain  referral  relationships  with  health  care  facilities  and  community  and 
government  youth-serving  agencies  in  the  Bronx  and  citywide. 

3b.  Provide  adolescent  HIV/AIDS  education,  training,  and  consultation  to  medical  and  nonmedical 
providers. 
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Goal  4:     Collaborate  with  local.  State,  and  Federal  agencies  to  expand  and  replicate  successful  parts  of  this 
model  program  to  prepare  for  the  inevitable  increase  in  the  number  of  youths  with  HIV  in  care. 

Objectives: 

4a.   Expand  collaboration  and  coordination  with  local  entities  addressing  adolescent  HIV  issues. 

4b.  Expand  technical  assistance  and  advocacy  provided  to  regional  groups  and  organizations 
addressing  adolescent  and  HIV  issues. 

4c.   Nationally  disseminate  and  adapt  for  training  the  Guide  for  Adolescent  HIV/AIDS  Program 
Development. 

METHODOLOGY:  The  Model  Comprehensive  Health  Care  Program  for  Adolescents  With  and  at  Risk  for  HIV 
Infection  is  administered  by  the  AAP,  which  is  part  of  the  Division  of  Adolescent  Medicine  within  the 
Department  of  Pediatrics  and  has  program  links  with  the  Departments  of  Epidemiology/Social  Mcdicmc  and 
Family  Medicine  at  Montefiore  Medical  Center.  The  AAP  has  access  to  all  necessary  clinical  and  laboratory 
services  for  the  treatment  of  persons  with  HIV,  including  a  hospital-based  outpatient  clinic,  a  20-bcd  adolescent 
inpatient  unit,  and  an  offsitc  facility  with  an  examination  room,  group  meeting  room,  and  the  AAP  offices. 
Located  in  the  Bronx,  the  AAP  serves  youth  from  all  over  New  York  City  and  provides  technical  assistance 
nationally. 

The  AAP  was  established  m  June  1987  as  the  first  program  in  the  Nation  to  focus  on  the  impact  of  the  AIDS 
epidemic  among  youth  ages  13-21.  Building  upon  the  foundation  established  through  Health  Resources  and 
Services  Administration  (HRSA)  support  in  years  1-5  (1989-94),  the  project  will  enhance  the  scope  of  services, 
replicate  the  program  in  new  settings,  and  build  service  capacity  for  adolescents  with  or  at  risk  for  HIV  infection. 
The  program  has  three  main  arms;  Clinical  care,  research,  and  outreach/technical  assistance.  The  model  for 
comprehensive  clinical  care  is  an  HIV-focused  program  with  a  concentration  of  clinical  services  (medical  and 
psychosocial)  onsite  provided  by  a  multidisciplinary  team. 

Our  collaborative  efforts  involve  links  with  city.  State,  and  national  agencies  (e.g.,  Ryan  White-funded  agencies, 
Title  V  agencies,  health  departments,  school  boards,  provider  organizations,  and  care  consortiums)  that  provide 
care  for  youth  and/or  people  with  HIV  infection.  This  work  involves  developing  and  implementing  standards  of 
care,  coordinating  systems  of  care,  and  advocacy. 

EVALUATION:  A  computerized  data  system  documents  encounters  (for  clinical  care  and  technical  assistance) 
and  provides  process  measures  of  program  accomplishments  for  HRSA  and  other  grant-funded  activities. 
Outcome  measures  such  as  clinical  care  indicators  (immunological  and  gynecological  assessments  and 
immunization  rales),  referral  sources,  and  responses  to  training  programs  are  periodically  reviewed. 

EXPERIENCE  TO  DATE:  To  date,  the  AAP  has  provided  care  to  the  largest  cohort  of  youth  with  HIV  who  do 
not  have  hemophilia  in  the  Nation  ( 103  youth  through  the  end  of  December  1993).  Research  on  adolescents  with 
HIV  is  well-integrated  with  clinical  care.  Wc  have  just  completed  a  5-year  collaborative  study  with  the  CDC 
comparing  behavioral  profiles  of  youth  with  HIV  and  youth  without  HIV.  The  AAP  is  also  funded  by  the 
NICHD,  and  is  collaborating  on  a  multicenter,  cognitive/behavioral  risk  reduction  and  health  adherence  study. 
Outreach/technical  assistance  is  a  cornerstone  of  our  program  and  is  used  to  identify  youth  with  HIV  and 
enhance  the  capacity  of  other  providers  to  care  for  youth  with  or  at  risk  for  HIV  infection.  Outreach  is  directed 
at  case  finding  (i.e.,  working  with  medical  and  community  organizations  to  identify  youth  with  HIV  and  link 
them  to  clinical  care).  Technical  assistance  consists  of  materials  development  and  dissemination,  onsite  and 
outposted  clinical  training,  and  program  development  (working  with  agencies  to  develop  HIV 
programs/policies).  Staff  of  the  AAP  also  actively  participate  in  the  development  of  prevention  programs  and 
clinical  standards  of  care  for  youth  with  HIV. 


236  Adolescent  Health  Report 


Capacity  Building  Through  Resource  Sharing  Hemophilia/ Pediatric  AIDS 

Children's  Hospital  Medical  Center  MCJ-39HP51 

Hemophilia  Treatment  Center  10/01/93-09/30/95 

3333  Burnet  Avenue  Project  Director(s): 

Cincinnati,  OH   45229-3039  Ralph  A.  Gruppo,  M.D. 
(513)559-4269 
(513)  559-3549  fax 


PROBLEM:  Prior  to  implementation  of  this  Special  Initiative  Grant,  infants  and  children  with  HIV  disease  in 
the  project's  tristate  catchment  area  were  cared  for  through  the  Parent/Child  HIV  Clinic  at  Children's  Hospital 
Medical  Center,  whereas  children  and  adolescents  with  hemophilia  and  HIV  received  care  through  the 
Hemophilia  Treatment  Center  (HTC).  The  HTC  offered  a  wide  range  of  medical,  psychosocial,  educational,  and 
risk  reduction  services,  while  the  Parent/Child  HIV  Clinic  offered  comparably  fewer  resources.  The  number  of 
clients  with  HIV  and  hemophilia  is  projected  to  be  relatively  stable  over  the  next  several  years,  while  the 
incidence  of  HIV  within  the  pediatric/adolescent  population  is  rapidly  increasing.  Therefore,  it  seemed  natural 
for  the  HTC  and  the  Parent/Child  Clinic  to  combine  their  resources.  This  enables  both  centers  to  provide  a  full 
complement  of  comprehensive  services,  while  optimizing  efficiency,  avoiding  duplication  of  services,  and 
limiting  cost. 

Adolescents  with  HIV  who  do  not  have  hemophilia  have  been  underserved  in  our  catchment  area,  with  no 
specific  services  available  to  meet  their  needs.  Thus,  there  was  a  special  need  for  the  Parent/Child  HIV  Clinic  to 
expand  its  target  population  to  include  adolescents. 

GOALS  AND  OBJECTIVES:  The  main  goals  for  the  project  period  are  to: 

1.  Form  an  expanded  Parent/Child  HIV  Clinic,  renamed  the  HIV  Family  Care  Center  (HIV  FCC),  which 
shares  resources  with  the  HTC; 

2.  Expand  services  to  adolescents  with  HIV  who  do  not  have  hemophilia; 

3.  Provide  a  full  range  of  comprehensive,  multidisciplinary,  coordinated,  family-centered,  community-based, 
culturally  competent  services  to  children  and  adolescents  with  HIV,  as  well  as  their  families  and  partners; 

4.  Encourage  early  detection  and  referral  of  newly  diagnosed  children  and  adolescents  with  HIV  at  community 
testing  sites;  and 

5.  Prevent  the  transmission  of  HIV  from  persons  known  to  be  infected  to  their  sexual  partners  and  potential 
offspring. 

Objectives  are  to: 

1.  Develop  linkages  with  various  community  agencies  providing  services  to  children  and  adolescents  at  risk  for 
HIV  infection;  assist  these  agencies  in  developing  education,  testing,  counseling,  prevention,  and  outreach 
programs;  and  encourage  early  referrals  of  adolescents  with  HIV  to  the  HIV  FCC; 

2.  Develop  written  standards  of  care  for  children  and  adolescents  with  HIV  and  comply  with  these  standards; 

3.  Provide  the  services  of  a  nutritionist,  dentist,  and  child  life  specialist  at  the  HIV  FCC; 

4.  Implement  a  full  range  of  psychosocial  support  programs  for  clients  affected  by  HIV,  with  special  emphasis 
on  the  needs  of  women; 

5.  Implement  safer  sex  counseling  and  support  services  and  monitor  knowledge,  attitudes,  beliefs,  and 
behaviors  (KABB)  regarding  safer  sex  through  appropriate  KABB  surveys;  and 

6.  Implement  support  programs  for  the  HTC  and  HIV  FCC  teams  to  foster  cohesiveness  and  effectiveness, 
enhance  working  relationships,  and  reduce  stress  among  team  members. 
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METHODOLOGY:  The  HIV  Family  Care  Center  provides  services  to  women,  children,  and  adolescents  ages 
12-18.  The  center  has  a  multidisciplinary  staff  with  training  in  general  pediatrics,  adolescent  medicine,  and 
adult  and  pediatric  infectious  diseases.  The  nurse  coordinator  enrolls  patients  and  determines  eligibility  for 
investigative  protocols.  A  member  of  the  Pediatric  Infectious  Diseases  Division  sees  children  and  adolescents  in 
consultation.  The  obstetrics  and  gynecology  specialist  provides  gynecological  care  to  women  and  attends  clinic. 
Two  faculty  psychiatrists  and  a  psychiatry  resident  are  available  for  parents,  and  a  psychiatrist  with  the  HTC  is 
available  for  children  and  adolescent  patients.  A  social  worker  shares  her  time  equally  with  the  HTC  and  the 
HIV  FCC  as  the  case  manager  and  counselor  for  children  and  adolescents  with  HIV.  A  child  life  specialist 
supervises  a  play  area  for  patients  and  their  siblings  during  clinic  and  performs  developmental  assessments.  The 
nutritionist  at  both  the  HIV  FCC  and  the  HTC  assesses  and  counsels  families  regarding  nutrition.  A  pediatnc 
dentist  is  available  at  both  the  HTC  and  HIV  FCC  clinics  for  dental  assessments,  dental  hygiene  counseling,  and 
referrals  for  treatment  and  followup.   In  1993,  the  HIV  FCC  clinic  hours  were  expanded  to  2  half-days  per  week. 
Multidisciplinary  care  conferences  are  held  twice  weekly  to  review  treatment  plans  with  all  core  team  members. 
Plans  are  currently  being  developed  for  the  outreach  coordinator  to  attend  clinic.  She  will  be  responsible  for 
HIV  risk  reduction  assessments,  counseling,  and  KABB  assessments.  She  also  coordinates  all  outreach  activities 
of  the  HIV  FCC  with  community  agencies  offering  HIV-related  services.  The  case  manager  links  patients  with 
appropriate  resources  after  the  diagnosis  of  HIV.   Patients  are  followed  at  least  every  3  months.  A  full  range  of 
medical  services  is  available,  including  participation  in  AIDS  Clinical  Trial  Group  study  protocols.  Sexual 
partners  of  adolescents  also  receive  counseling  and  testing.  The  education  coordinator  for  the  HTC  maintains 
the  education  resource  center  at  the  HIV  FCC.  which  provides  educational  materials  for  families.  A  young  adult 
support  group  and  HIV  family  support  groups  are  held  at  both  the  HTC  and  the  HIV  FCC.  HTC  staff  participate 
in  a  women's  network.  Begun  in  1992,  the  network  provides  women  who  are  caregivers  an  opportunity  to  meet 
their  own  needs  through  "women's  day  oul"  activities.  The  HTC  and  Ihe  HIV  FCC  coordinate  their  activities 
through  weekly  team  meetings  with  members  from  both  centers  in  attendance.  A  number  of  programs,  including 
retreats,  are  used  to  foster  team  cohesiveness.  enhance  working  relationships,  and  reduce  stress. 

EVALUATION:  Meetings  of  the  project's  core  staff  are  held  every  1-2  weeks.  Meetings  focus  on  project 
goals,  objectives,  and  progress.  Semiannual  meetings  of  the  Hemophilia/AIDS  Advisory  Group  are  also  held. 

EXPERIENCE  TO  DATE:  The  HTC  and  the  HIV  FCC  have  developed  a  program  in  which  personnel  and 
resources  are  shared  between  the  two  centers.  The  social  worker,  education  coordinator,  and  outreach 
coordinator  work  closely  with  members  of  both  the  HTC  and  the  HIV  FCC.  Educational  resources  arc  shared 
between  the  centers  in  the  form  of  an  educational  center  with  videos,  books,  and  other  instructional  materials. 
The  nurse  educator  holds  safer  sex  education  and  counseling  sessions  and  administers  KABB  sexual  surveys  at 
the  HIV  FCC  to  monitor  client  progress.  She  also  collaborates  with  a  wide  range  of  community  agencies 
involved  in  HIV  services.  Technical  assistance  is  provided  to  several  of  these  agencies,  which  are  developing 
counseling  programs  on  HIV  for  adolescents.  Currently,  our  program  follows  a  total  of  64  children  and 
adolescents  with  HIV.  It  is  estimated  that  325  adolescents  are  affected  with  HIV  in  the  greater  Cincinnati  area. 
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Houston /Harris  County  Homeless  Youth  Pediatric  AIDS 

Services  Plan  MCH-PD6080 

Sand  Dollar,  Inc.  11/01/94-10/31/96 

527  Spring  Drive  Project  Director(s): 

Pasadena,  TX  77504  Tracy  Brown 
(713)  942-9884 
(713)  942-9904  fax 


PROBLEM:  According  to  the  Centers  for  Disease  Control  and  Prevention  (CDC),  as  of  February  1994,  the 
Houston/Harris  County  Statistical  Metropolitan  Area  ranks  fifth  in  the  Nation  in  the  incidence  of  AIDS,  with 
10,238  cases.  Of  these,  23  percent  are  among  young  adults  ages  20-29.  Most  of  these  young  adults  were 
infected  with  HIV  as  adolescents.  Harris  County  is  the  largest  county  by  size  and  third  largest  by  population  in 
the  United  States.  Although  it  has  a  comprehensive  system  of  care  for  children,  women,  and  men  living  with 
HIV/ AIDS  that  includes  a  wide  range  of  medical,  psychosocial,  HIV  prevention,  clinical  research,  and  case 
management  services,  a  high-risk  subpopulation  of  adolescents  still  faces  greater  barriers  in  accessing  care  and 
research. 

Our  project  targets  homeless,  "throwaway,"  street-involved  adolescents  ages  13-23  who  are  not  living  in  the 
custody  of  the  juvenile  justice  or  foster  care  systems.  Youth  in  the  care  or  custody  of  the  State  of  Texas  are  part 
of  a  comprehensive  medical  and  shelter  services  continuum  that  is  authorized  and  funded  through  the  Texas 
Department  of  Human  Services  and  Protective  and  Regulatory  Services. 

Adolescents  who  are  homeless  are  forced  to  deal  with  the  uncertainty  and  danger  of  life  on  the  street.  With 
limited  education  and  skills,  these  adolescents  often  turn  to  prostitution  to  survive.  According  to  the  Houston 
Police  Department,  juvenile  prostitution  increased  steadily  between  1969  and  1990  by  183  percent  among 
adolescent  females  and  245  percent  among  adolescent  males.  Because  of  their  survival  lifestyles,  these 
adolescents  are  at  extremely  high  risk  for  life-threatening  and  debilitating  diseases.  Among  their  health-related 
problems  are  AIDS,  tuberculosis,  hepatitis,  intravenous  drug  use,  alcoholism,  and  chronic  mental  health 
problems. 

Adolescents  living  with  HIV  who  are  without  a  home,  have  no  resources  or  adult  protection,  have  been  abused, 
are  emotionally  disturbed,  and  may  use  drug  and  alcohol  clearly  need  help  to  delay  progression  of  their  HIV 
status  to  AIDS  and  contain  the  spread  of  the  virus.  In  addition,  youth  on  the  street  without  HIV  need  assistance 
in  finding  shelter  if  they  are  to  maintain  their  seronegative  status.  The  longer  a  young  person  has  been  homeless, 
the  more  likely  he  or  she  will  become  infected  with  HIV. 

These  young  people  rarely  meet  the  requirements  imposed  by  traditional  service  programs.  Consequently,  many 
of  these  programs  reject  them,  considering  them  to  be  either  a  poor  risk  or  too  complex  to  handle. 

GOALS  AND  OBJECTIVES:  The  goal  of  this  project  is  to  develop  an  implementation  plan  for  an  adolescent- 
focused,  comprehensive  system  of  care  providing  HIV  prevention  and  clinical  research  services  that  specifically 
target  youth  who  are  noncustodial,  homeless,  and  street-involved  in  Houston/Harris  County,  Texas. 

Objective  1:    By  March  30,  1995,  complete  a  comprehensive  assessment  of: 

a.  The  health  status  of  and  barriers  to  service  faced  by  a  minimum  of  150  adolescents  who  are 
homeless  and/or  street-involved; 

b.  The  capacity,  hours  of  operation,  services,  and  population  served  of  a  minimum  of  95  percent 
of  the  youth  shelter  providers  in  Harris  County; 

c.  The  services  funded  and/or  provided  by  Ryan  White  Title  I,  II,  Illb,  and  IV  grants;  the 
Maternal  and  Child  Health  Bureau  (MCHB);  children  with  special  health  needs  programs;  the 
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CDC  HIV  prevention  programs;  clinical  research  facilities;  CDC  HIV/tuberculosis  prevention 
programs;  and  State  and  local  administrative  agencies  and/or  their  subcontractors;  and 

d.     The  national,  State,  and  local  laws  that  impose  barriers  to  delivery  of  services  to  youth  who 
are  homeless  and  street-involved. 

Objective  2:     By  July  31,  1995,  complete  a  3-year  plan  for  implementing  an  adolescent-focused,  comprehensive 
system  of  HIV  prevention  and  clinical  research  services  targeting  adolescents  who  are 
noncustodial,  homeless,  and  street-involved.  The  plan  will  document: 

a.  Ways  to  link  to  current  services; 

b.  The  system  capacity  needed; 

c.  Educational  training  needs  to  better  ensure  client  retention  among  area  service  providers; 

d.  Legislation  needing  revision  or  elimination;  and 

e.  A  business  plan  for  funding  the  system. 

METHODOLOGY:  The  Houston/Harris  County  Homeless  Youth  Services  Plan  will  be  administered  and 
managed  by  the  Houston  Institute  for  the  Protection  of  Youth,  Inc.  (HIPY).  This  collaborative  project  will 
identify  youth  who  require  services,  the  services  they  need,  and  how  to  deliver  services  so  they  will  be  used. 
Based  on  the  data  from  this  assessment,  the  project  will  detcmime  the  capacity,  special  characteristics,  and 
geographic  location  of  the  appropriate  services  for  Houston/Harris  County  adolescents  who  are  homeless. 
Services  will  include  HIV  direct  care,  early  intervention,  prevention,  and  clinical  research. 

All  local  and  State  HIV/AIDS  and  maternal  and  child  health  agencies  will  have  representatives  on  the  Planning 
Committee  of  this  project. 

EVALUATION:  The  project  has  developed  an  evaluation  plan  to  assess  the  process  and  outcomes  related  to  the 
goal  and  objectives.  The  project  coordinator  will  write  monthly  reports  on  the  project  with  the  individual  project 
staff.  The  executive  director  and  programs  coordinator  will  review  these  monthly  reports  and  quarterly 
committee  satisfaction  reports  to  dctcmiine  whether  the  target  population  is  benefiting  from  each  project.  These 
monthly  evaluations  will  monitor  the  percent  completed  for  each  project  objective  based  on  the  number  of 
clients  and  providers  interviewed  and/or  progress  made  in  completing  project  tasks.  The  reports  will  be 
submitted  to  the  planning  committee  members  I  week  prior  to  their  monthly  meetings.  At  these  meetings,  the 
project  coordinator  will  discuss  project  outcomes  and  accomplishments  and  seek  recommendations  from 
committee  members  on  overcoming  obstacles  to  service  delivery. 

HIPY's  Board  of  Directors  will  receive  a  copy  of  all  monthly  reports  detailing  the  percentages  of  objectives 
completed  and  funds  expended.  The  board  will  monitor  program  and  financial  compliance  through  these 
monthly  reports.  The  programs  coordinator  and  finance  manager  will  compile  these  monthly  reports,  with 
oversight  from  the  executive  director. 

HIPY's  executive  director  will  monitor  compliance  with  the  operations  policy  manual  and  committee  member 
input  process  on  a  monthly  basis.  Additionally,  he  will  conduct  quarterly  staff  performance  reviews  and  periodic 
onsite  project  inspections.  He  will  discuss  the  results  of  these  evaluations  with  the  programs  coordinator,  and 
improvements  will  be  agreed  upon  and  scheduled. 
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Seattle-King  County  Pediatric /Family  AIDS 

Pediatric  AIDS 

Demonstration  Project 

MCH-P10025 

Seattle-King  County  Department  of  Public  Health 

08/01/88-07/31/97 

Northwest  Family  Center 

Project  Director(s): 

1001  Broadway  Avenue,  Suite  105 

Julie  Sarkissian,  M.S. 

Seattle,  WA  98122 

(206)  720-4300 

PROBLEM:  Washington  State  is  experiencing  a  shift  in  AIDS  epidemiology.  In  1982,  there  were  no  cases  of 
women  with  AIDS;  in  1993,  women  with  AIDS  accounted  for  8.2  percent  of  all  AIDS  cases.  The  incidence  of 
AIDS  in  both  women  and  people  of  color  shows  clear  upward  trends.  The  trends  in  seroprevalence  among 
women  who  give  birth  appear  to  be  upward.  The  rate  has  increased  from  0.20  HIV-positive  births  per  1,000  in 
1989  to  0.47  per  1,000  in  1993.  The  subpopulations  most  at  risk  in  King  County  based  on  a  number  of  health 
indicators  are  African  Americans  and  American  Indians. 

It  is  estimated  that  over  2,000  homeless  youth  ages  1 1-19  are  living  on  the  streets  of  Seattle  each  day. 
Thousands  more  are  involved  in  high-risk  street  activities  such  as  intravenous  drug  use  and  survival  sex. 
Twenty-five  percent  have  tried  intravenous  drug  use  at  least  once.  Though  seroprevalence  information  is  scarce, 
AIDS  epidemiology  suggests  that  most  persons  ages  20-29  with  AIDS  (20  percent  of  AIDS  cases)  were  infected 
in  their  adolescent  years. 

Yakima  County  continues  to  have  significant  risk  factors  for  HIV/AIDS.  The  Drug  Enforcement  Agency  (DEA) 
estimates  that  there  are  16-21  intravenous  drug  users  per  1,000  persons  in  the  general  population  in  the  county. 
Yakima  ranks  first  in  the  State  for  the  rate  of  chlamydia  cases,  second  for  syphilis,  and  third  for  gonorrhea. 
During  1993,  dramatic  increases  in  the  number  of  reported  HIV  infections  in  youth  and  women  were 
documented.  HIV  infections  increased  22  percent  in  female  intravenous  drug  users  and  50  percent  in 
heterosexual  females.  There  was  a  200  percent  increase  among  adolescents  ages  13-19. 

GOALS  AND  OBJECTIVES:  The  three-fold  purpose  of  the  demonstration  project  is  to: 

1.  Reduce  the  spread  of  perinatal  HIV  among  high-risk  women  in  urban  and  rural  settings,  and  reduce  the 
incidence  of  HIV  among  out-of-home  youth; 

2.  Demonstrate  methods  for  identifying  women,  children,  and  adolescents  with  HIV;  and 

3.  Enable  women,  children,  adolescents,  and  families  affected  by  HIV  to  function  at  the  healthiest  levels 
possible  by  supporting  the  local  and  statewide  development  of  a  system  of  coordinated,  family-centered 
services  that  address  the  health  and  social  problems  associated  with  HIV  in  women,  children,  and 
adolescents. 

The  purpose  of  the  adolescent  component  of  the  project  contracted  to  YouthCare  is  to  enhance  the  continuum  of 
HIV  care  for  underserved  runaway,  homeless,  and  street-involved  adolescents.  The  purpose  of  the  rural 
component  of  the  project  contracted  to  Yakima  County  Health  District  is  to  develop  and  coordinate  a  system  for 
providing  HIV  education,  counseling,  and  testing  services  for  women,  children,  and  youth,  and  to  advocate  for 
and  strengthen  a  comprehensive  system  of  care  for  families  with  HIV. 

Goals  for  the  Northwest  Family  Center  (NWFC)  include:  (1)  Strengthening  family-centered  services  by 
developing  a  client  advisory  group  and  implementing  a  family  support  program;  (2)  developing  a  strategic  plan 
for  NWFC  and  participating  in  a  work  group  to  develop  a  statewide  plan  for  families  affected  by  HIV;  and  (3) 
broadening  the  funding  base  of  NWFC  by  looking  for  new  support  for  child  care  and  primary  care  services. 

Goals  for  YouthCare  include:  (1)  Developing  youth-specific  HIV  testing  and  counseling  and  HIV  care  services; 
(2)  increasing  outreach  to  gay  and  bisexual  male  youth  by  using  volunteers,  and  creating  a  specific  education 
curriculum;  and  (3)  developing  and  implementing  an  evaluation  plan  to  assess  the  effectiveness  of  outreach. 
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Goals  for  Yakima  County  Health  District  are  to:  (1)  Increase  outreach  efforts  to  reach  hidden  subpopulations; 
(2)  explore  using  peer  educators  in  outreach;  (3)  train  outreach  workers  to  provide  HIV  testing  and  counseling; 
(4)  continue  to  collaborate  with  New  HOPE  Clinic  and  provide  support  to  women  and  families  affected  by  HIV; 
and  (5)  incorporate  participation  by  women  and  youth  with  HIV  on  advisory  committees  . 

METHODOLOGY:  The  Seattle-King  County  Pediatric/Family  AIDS  Demonstration  Project  is  a  component  of 
NWFC.  It  is  a  unique  project  organized  to  serve  the  health  care,  social,  and  support  needs  of  women,  children, 
and  families  with  HIV.  It  is  operated  by  the  Seattle-King  County  Department  of  Public  Health  in  collaboration 
with  Children's  Hospital  and  Medical  Center  and  the  University  of  Washington. 

NWFC  provides  comprehensive  services  to  women,  children,  and  families  affected  by  HFV  and  serves  as  a 
statewide  resource  on  providing  services  to  these  groups.  Preventive  services  are  provided  through  subcontracts 
with  YouthCarc,  which  targets  homeless  street-involved  youth  in  Seattle,  and  Yakima  County  Health  District, 
which  targets  high-risk  Hispanic,  drug-using,  and  adolescent  populations  in  a  large  rural  county. 

The  primary  strategy  of  NWFC  is  to  develop  a  center  that  Joins  together  in  one  site  an  array  of  essential  services 
for  families  affected  by  HIV,  provides  services  tailored  to  individual  and  family  needs,  and  provides  the  support 
needed  for  families  to  access  services.  Onsite  services  include  maternity  and  pediatric  care;  access  to  clinical 
trials;  adult  HIV  care;  Special  Supplemental  Nutrition  Program  for  Women.  Infants  and  Children  (WIC) 
services;  child  care;  child  dcvclopincni  screening;  and  psychiatric  consultation  and  screening.  The  case 
management  services  funded  by  demonstration  project  staff  form  the  heart  of  the  program.   It  is  through  their 
services  that  families  can  access  the  continuum  of  care  both  at  NWFC  and  in  the  community.  A  secondary 
strategy  is  to  advocate  for  the  development  of  services,  locally  and  regionally,  on  behalf  of  women,  children,  and 
families  affected  by  HIV,  in  collaboration  with  local  and  statewide  provider  and  client  networks. 

NWFC  will  coordinate  with  health  and  social  agencies  by  participating  on  the  Seattle  HIV/AIDS  Planning 
Council  and  including  representatives  from  key  agencies  on  the  NWFC  governance  committee.  NWFC  will 
sponsor  and/or  participate  in  community  planning  groups  focused  on  the  needs  of  women,  children,  and  families 
who  are  HIV  positive.  Tliis  year,  NWFC  will  collaborate  with  State  MCH  and  AIDS  agencies,  health  agencies, 
and  women  who  are  HIV  positive  from  around  the  State  to  develop  a  statewide  plan  for  women,  children,  and 
families  with  HIV/AIDS. 

YouthCare  provides  HIV  prevention  and  referral  services  to  youth,  as  well  as  education  to  strengthen 
interpersonal  skills  needed  to  negotiate  for  safer  behaviors.  Outreach  takes  place  primarily  on  the  streets,  but 
also  in  detention  facilities,  shelters,  and  group  homes. 

The  Yakima  County  Health  District  outreach  team  provides  education,  counseling,  and  referrals  in  areas  where 
high-risk  women  and  adolescents  can  be  reached  (e.g.,  labor  camps).  There  is  a  special  emphasis  on  reaching 
the  Hispanic  population.  The  project  coordinates  and  develops  services  for  families  affected  by  HIV  and 
provides  support  to  the  New  HOPE  AIDS  Clinic,  the  primary  provider  of  AIDS  care  in  the  county. 

EVALUATION:  The  NWFC  evaluation  plan  focuses  on  four  key  areas:  The  ability  of  the  project  to  find  and 
serve  the  target  population,  the  effect  of  services  on  vertical  transmission,  the  profile  of  clients  served  with  those 
in  need,  and  project  effectiveness  in  providing  clients  with  the  services  they  need.  NWFC  has  implemented  an 
evaluation  system  to  look  at  key  psychosocial  and  medical  indicators.  NWFC  will  work  with  subcontractors  to 
develop  measures  of  effectiveness  of  outreach  services. 
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The  Maternal  and  Child  Health  Bureau's  Research  Program  was  established  in  the  1960s  to  support  applied 
research  activities  relating  to  the  improvement  of  health  care  services  for  the  Nation's  mothers,  children,  and 
adolescents.  As  the  challenges  faced  by  families  and  health  care  providers  have  changed  over  time,  so  too  has 
the  nature  of  the  research  supported  by  MCHB.  Increasingly,  research  studies  are  focusing  on  issues  relating  to 
poverty,  drugs,  homelessness,  family  structure,  and  escalating  health  care  costs. 

Research  projects  supported  by  MCHB  may  be  either  investigator-initiated  or  program-directed  studies.  In  the 
first  category,  the  research  topics,  study  designs,  and  methodologies  originate  with  the  investigators;  in  the 
second,  the  topics  are  identified  by  MCHB. 

Active  MCHB-funded  research  projects  relating  to  adolescent  health  and  behavior  address  issues  of  adolescent 
parenting,  adolescent  response  to  parental  conflict,  normative  decision-making  processes  in  black  adolescents, 
and  health  characteristics  of  children  and  adolescents  receiving  Supplemental  Security  Income  (SSI)  benefits. 
The  abstracts  for  these  active  projects  are  included  in  this  chapter. 

Recently  completed  projects  have  investigated  techniques  for  modifying  cardiovascular  high-risk  behaviors  in 
minority  urban  adolescents,  pregnancy  risk  profiles  for  young  adolescents,  health  and  nutrition  status  of  Hispanic 
children  and  adolescents,  risk-taking  behaviors  in  adolescents,  and  characteristics  and  utilization  patterns  of 
adolescents  and  young  adults  who  use  children  with  special  health  needs  (CSHN)  services. 


Family  Functioning  and  Adolescent  Risk 

Research 

Behaviors 

MCJ-060623 

University  of  California  at  San  Francisco 

10/01/92-03/31/96 

Medical  Center 

Project  Director(s): 

400  Parnassus  Avenue 

Jeanne  Marie  Tschann,  Ph.D. 

San  Francisco,  CA  94143-0844 

(415)  476-4575 

(415)  476-7744  fax 

STATEMENT  OF  THE  PROBLEM:  This  prospective  study  examines  the  relationship  between  the 
development  of  health  risk  behaviors  among  young  adolescents  and  the  marital  conflict  of  their  parents.  The 
purpose  of  the  research  is  to  identify  aspects  of  marital  conflict  that  are  damaging  or  helpful  to  adolescents,  and 
to  increase  understanding  of  the  processes  by  which  marital  conflict  influences  the  development  of  risk 
behaviors  in  adolescence.  Although  parental  conflict  is  related  to  a  variety  of  behavioral  and  emotional 
adjustment  problems  among  children,  the  influence  of  parental  conflict  on  adolescent  health  risk  behaviors  has 
seldom  been  examined.  The  study  will  be  conducted  with  both  a  Hispanic  (Mexican- American)  sample  and  a 
non-Hispanic  white  sample.  In  spite  of  the  fact  that  Hispanics  are  a  large  and  rapidly  increasing  ethnic  minority 
in  the  United  States,  little  is  known  about  family  processes  in  Hispanic  culture. 

RESEARCH  QUESTIONS  OR  HYPOTHESES:  This  study  will  test  the  following  hypotheses: 

Hypothesis  1 :  Greater  marital  conflict  is  related  to  the  development  of  adolescent  health  risk  behaviors,  after 
taking  into  account  sociodemographic  and  other  control  variables.  Specifically,  more  intense  conflict,  conflict 
about  child-rearing  issues,  poor  conflict  process,  and  greater  child  involvement  will  each  predict  greater 
adolescent  risk  behaviors. 

Hypothesis  2:  The  relationship  between  marital  conflict  and  adolescent  health  risk  behaviors  is  mediated  by 
adolescent  cognitive  and  emotional  processes.  This  hypothesis  involves  four  specific  predictions:  (1)  When 
parents  have  greater  marital  conflict,  the  adolescent  will  make  a  primary  appraisal  of  greater  threat;  (2)  when  an 
appraisal  of  greater  threat  is  made,  the  adolescent  attempts  to  cope  with  the  situation;  (3)  if  coping  is  ineffective, 
the  adolescent  continues  to  experience  negative  emotions;  and  (4)  the  adolescent  who  continues  to  experience 
negative  emotions  will  engage  in  more  risk  behaviors. 

Hypothesis  3:  Non-Hispanic  whites  and  Mexican  Americans  will  show  distinct  patterns  of  family  relationships. 

STUDY  DESIGN  AND  METHODS:  The  research  uses  a  prospective,  longitudinal  design  to  assess  the 
relationship  between  parental  marital  conflict  and  the  development  of  adolescent  health  risk  behaviors. 
Participating  adolescents  and  both  parents  will  be  interviewed  three  times  over  the  course  of  1  year.  At  baseline, 
each  family  member  will  participate  in  a  face-to-face  individual  interview;  each  p'ferson  will  be  recontacted  for 
followup  telephone  interviews  at  6  and  12  months. 

A  total  of  288  adolescents  and  their  parents  will  be  recruited  from  the  membership  of  Kaiser  Permanente  in 
Redwood  City,  California,  which  has  a  large  Mexican-American  community.  Two  teams  of  three  interviewers 
each  will  conduct  telephone  screening  and  recruitment  interviews,  schedule  and  conduct  initial  assessments,  and 
complete  telephone  followup  interviews,  as  described  below.  One  of  the  teams  will  comprise  bilingual  Hispanic 
persons  who  will  interview  the  Mexican-American  families.  Having  three  interviewers  per  team  will  allow  all 
three  family  members  to  be  interviewed  separately  and  simultaneously  during  the  initial  assessment. 
Simultaneous  interviewing  will  encourage  participation  in  the  study  by  reducing  family  time  required  for  the 
initial  assessment. 

The  research  will  target  all  households  with  dependents  in  the  appropriate  age  range  of  12-15  years.  First,  target 
families  will  receive  introductory  letters  signed  by  the  Teen  Clinic  coordinator  at  Kaiser  Permanente  in  Redwood 
City.  Interviewers  will  make  up  to  10  attempts  to  telephone  either  parent  in  each  household.  When  a  parent  is 
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contacted,  the  interviewer  will  conduct  a  screening  interview.  If  a  family  is  not  eligible,  the  respondent  will  be 
thanked  and  the  telephone  call  concluded.  Families  will  be  asked  to  come  to  Kaiser  offices  for  interviews,  but  if 
this  is  not  acceptable,  home  interviews  will  be  offered.  Although  home  interviews  may  introduce  bias,  such  bias 
is  preferable  to  that  introduced  by  refusals. 

Informed  consent  will  be  obtained  at  the  beginning  of  the  initial  interview.  Interviews  with  the  Mexican- 
American  participants  will  be  conducted  by  bilingual  interviewers  in  the  language  preferred  by  the  subjects. 
Parents  will  be  asked  about  demographics,  their  marital  conflict,  depression,  and  alcohol  and  other  drug  use 
during  the  past  6  months.  Adolescents  will  be  interviewed  about  perceptions  of  their  parents'  marital  conflict, 
their  own  primary  appraisal  of  the  conflict  and  their  ability  to  cope  with  it,  their  current  emotions,  and  health  risk 
behaviors  (including  sexual  behavior  and  use  of  alcohol,  tobacco,  and  other  substances). 

Adolescents  and  parents  will  be  contacted  by  telephone  for  followup  interviews  at  6  and  12  months  after  the 
initial  interview.  Telephone  interviews  will  be  conducted  individually  with  each  person  and  are  expected  to  take 
about  30  minutes.  Adolescents  will  be  questioned  about  current  parental  conflict,  their  primary  appraisal  of  the 
conflict  and  their  ability  to  cope  with  it,  current  affect,  and  risk  behaviors.  Parents  will  be  asked  about  their 
current  marital  conflict. 

During  the  developmental  phase  of  the  project,  several  steps  will  be  taken  to  translate  questionnaires  into 
Spanish  and  to  assure  cultural  equivalence  and  appropriateness.   First,  existing  measures  will  be  adapted  as 
needed  for  use  in  this  study.  For  example,  items  assessing  avoidance  of  marital  conflict  will  be  reworded  to 
reflect  the  actions  of  self  and  spouse  as  reported  by  each  partner.  Second,  potential  dimensions  of  marital 
conflict  that  are  salient  to  Hispanics  but  not  measured  by  existing  instruments  will  be  identified  by  means  of 
individual  open-ended  interviews  and  focus  groups.  Third,  bilingual/hicultural  translators  will  translate 
measures  into  Spanish,  and  a  second  group  of  translators  will  retranslate  them  into  English.  During  this  process, 
items  will  be  decentered  as  needed.  (In  decentering.  both  languages  are  considered  equally  important.  When 
translations  result  in  awkward  wording  or  concepts  have  no  equivalent  in  the  other  language,  the  original- 
language  version  is  altered  to  obtain  culturally  appropriate  and  linguistically  equivalent  versions  of  measures.) 

POPULATION  DESCRIPTION  AND  SAMPLING  PLAN:  As  stated  above,  288  adolescents  and  their  parents 
will  be  recruited  from  the  membership  of  Kaiser  Pennancntc  in  Redwood  City,  California,  which  has  a  large 
Mexican- American  community.  Boih  parents  and  the  adolescent  from  each  family  must  agree  to  participate. 
Adolescents  must  be  12-15  years  of  age,  families  must  be  intact,  both  parents  must  be  either  non-Hispanic  white 
or  Mexican  American,  and  participants  must  speak  either  English  or  Spanish.  (This  study  will  include  Mexican- 
American  families,  not  those  of  all  Hispanic  cultures,  because  important  differences  have  been  found  among 
Hispanics  of  differing  national  or  regional  ancestry.) 

ANALYSIS  PLAN:  Data  reduction  techniques  will  be  employed  in  order  to  obtain  as  few  scales  as  possible  for 
each  dimension  of  the  research  constructs.   In  general,  Cronbach's  Alpha  will  be  calculated  for  scales,  and  items 
will  be  dropped  until  acceptable  alphas  are  obtained.  Following  data  reduction,  a  confirmatory  factor  analysis 
will  be  conducted,  with  the  scales  measuring  each  construct,  to  confirm  that  the  scales  represent  a  single 
construct  and  to  reduce  the  number  of  scales  to  be  used  in  major  analyses. 

In  major  analyses,  sociodemographic  variables  will  be  used  as  covariants.  Hypothesis  I  will  be  tested  using  a 
multivariate  version  of  hierarchical  multiple  linear  regression.  The  multivariate  version  allows  multiple 
dependent  variables  to  be  used.  In  the  first  set,  covariants  will  be  entered;  in  the  second,  the  four  dimensions  of 
marital  conflict  will  be  entered.  Risk  behaviors  will  be  the  dependent  variables.  Hypothesis  2  will  be  tested 
using  latent  variable  structural  equation  modeling.  In  order  to  test  hypothesis  3,  separate  models  will  be 
estimated  for  Mexican  Americans  and  non-Hispanic  whites.  Additionally,  differences  between  Mexican 
Americans  and  non-Hispanic  whites  will  be  assessed  using  the  multigroup  analysis  available  in  structural 
equation  modeling  programs;  this  will  test  whether  the  same  model  applies  to  both  groups. 


246  Adolescent  Health  Report 


Changes  in  Supplemental  Security  Income  for 

Research 

Children 

MCH-250634 

Massachusetts  General  Hospital 

10/01/93-09/30/96 

General  Pediatric  Research  Unit 

Project  Director(s): 

WACC  715 

James  M.  Perrin,  M.D. 

Fruit  Street 

Boston,  MA  02114 

(617)  726-8716 

(617)  726-1886  fax 

PROBLEM:  Recent  changes  in  the  Supplemental  Security  Income  (SSI)  program  for  children,  and  Title  V  and 
medicaid  responses  to  these  changes,  have  markedly  expanded  access  to  several  public  benefits  for  children  with 
disabilities.  The  number  of  children  with  disabilities  who  are  receiving  SSI  benefits  in  the  United  States  has 
more  than  doubled  (from  275,000  in  1989  to  almost  600,000  in  1992)  as  a  result  of  new  Social  Security 
Administration  guidelines  for  determining  childhood  disability  (following  the  Zebley  decision  by  the  U.S. 
Supreme  Court).  Initial  estimates  of  FY  1992  expenditures  for  the  newly  eligible  childhood  recipients  totaled 
approximately  $575  million.  Thus,  the  additional  expenditures  for  this  population  are  enormous;  yet  little  is 
known  about  the  health  characteristics  or  health  utilization  of  this  group  of  children,  despite  the  important  need 
for  this  information  in  designing  programs  to  serve  the  children  and  their  families. 

GOALS  AND  OBJECTIVES:  The  project  goal  is  to  further  document  the  growing  numbers  of  children  and 
adolescents  receiving  SSI  benefits  and  their  health  characteristics.  To  better  understand  their  use  of  resources 
and  to  define  options  for  cost  savings,  this  study  will  examine  (1)  variations  in  access  to  SSI  programs  by  State; 
(2)  changes  over  time  among  child  and  adolescent  SSI  recipients,  both  in  types  of  health  conditions  and  use  of 
services;  and  (3)  SSI  recipients  who  have  particularly  high  utilization  rates. 

First,  we  will  document  trends  in  SSI  enrollment  nationally  and  by  State.  We  will  then  examine  key 
characteristics  of  programs,  demographics,  and  resources  to  determine  their  association  with  State  enrollment 
rates  and  with  changes  in  rates  over  time. 

Second,  we  will  examine  medicaid  data  from  New  Jersey  and  Maryland  to  determine  differences  in  utilization 
for  children  on  SSI  compared  with  other  medicaid  recipients.  We  will  then  examine  data  from  1989  (before  the 
Zebley  decision),  1991  (during  the  transition),  and  1993  (post-Zebley)  to  determine  changes  over  time  in  the 
types  of  children  receiving  SSI,  their  health  conditions,  and  their  service  utilization. 

Third,  we  will  examine  a  sample  of  children  and  adolescents  receiving  SSl-medicaid  who  are  enrolled  in 
Maryland  over  multiple  years  and  stratified  according  to  expenditure  groups.  This  analysis  will  determine 
whether  children  who  receive  high-cost  medical  care  continue  to  remain  in  a  high-cost  category,  or  whether  there 
are  major  changes  in  service  utilization  over  time  or  during  the  child's  course  of  enrollment. 
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STATEMENT  OF  THE  PROBLEM:  Black  adolescents  have  received  considerable  atlenlion  from  social 
science  researchers  over  the  past  few  decades.   Most  of  this  attention,  however,  has  focused  on  the  cognitive, 
social,  motivational,  and  behavioral  inadequacies  of  this  population.  By  contrast,  considerably  less  attention  has 
been  given  to  assessing  their  normative  (nonproblematic)  developmental  experiences. 

In  recent  years,  researchers  have  made  greater  efforts  to  look  at  black  youth  in  a  broader  societal  context; 
nevertheless,  much  of  the  normal  cognitive  and  social  developmental  process  of  black  youth  has  yet  to  be 
studied.  Little  attention  has  been  devoted  specifically  to  examinmg  how  black  adolescents  come  to  make  critical 
life  choices.  What  cognitive,  social,  and  environmental  factors  contribute  to  their  decisions  to  engage  in  certain 
behaviors,  such  as  completing  a  particular  school  year.'  Answers  to  this  and  other  questions  require  focusing  on 
adolescent  decision  making  from  a  normative  standpoint  in  which  important  decisions  are  viewed  as  rational 
from  the  perspective  of  black  youth. 

RESEARCH  QUESTIONS  OR  HYPOTHESES:  This  study  seeks  to  examine  normative  black  adolescent 
decision-making  processes  concerning  the  decision  to  remain  in  school.  The  study  is  designed  to  answer  four 
broad  questions: 

1 .  To  what  extent  do  the  anticipated  favorable  outcomes  (benefits)  of  education  affect  the  decisions  of  youth  to 
remain  in  school? 

2.  To  what  extent  do  adolescents'  social  supports  (e.g.,  family,  counselors  who  encourage  youth  to  remain  in 
school)  positively  affect  their  decisions  to  remain  in  school?  In  addition,  which  sources  of  social  support 
(family  and  others)  are  the  most  salient? 

3.  To  what  extent  do  adolescents'  perceptions  of  barriers  to  remaining  in  school  (even  in  light  of  positive 
anticipated  outcomes  or  strong  social  support)  affect  their  decisions  to  stay  in  school?  Moreover,  which 
barriers  (if  any)  seem  most  salient  in  affecting  favorable  decisions  to  remain  in  school? 

4.  To  what  extent  do  self-perceptions  affect  adolescents'  decisions  to  remain  in  school?  In  other  words,  how 
do  racial  group  identity,  self-esteem,  perceptions  of  self-efficacy,  and  gender  affect  adolescents'  decisions  to 
stay  in  school? 

STUDY  DESIGN  AND  METHODS:  A  cohort  of  black  adolescents  (A'  =250)  will  be  surveyed  at  the  beginning 
of  their  freshmen  year  and  again  at  the  beginning  of  their  sophomore  year  to  assess  factors  that  contribute  to  their 
decisions  to  remain  in  school.  This  design  will  allow  us  to  assess  possible  changes  over  the  course  of  their  first 
year  in  school  and  to  document  the  actual  attendance  rate  and  its  relation  to  the  measures  collected  dunng  the 
survey  period. 

The  employed  conceptual  model  for  this  study  is  Ajzen's  Theory  of  Planned  Behavior.  This  conceptual  model 
assesses  a  person's  intention  to  engage  in  a  given  behavior  by  examining  the  individual's  attitudes  and  beliefs 
toward  the  behavior,  the  normative  influence  of  others  within  the  social  network,  and  perceived  barriers. 
According  to  the  Theory  of  Planned  Behavior,  the  immediate  predictor  of  behavior  is  the  intention  to  carry  out 
the  behavior.  Intention  is  determined  by  the  attitude  toward  the  behavior,  subjective  norm,  and  perceived 
behavioral  control.  The  attitude  toward  behavior  represents  the  individual's  favorable  or  unfavorable  evaluation 
of  the  behavior.  The  subjective  norm  reflects  the  influence  of  the  perceived  opinions  of  others  and  the 
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motivation  to  comply  with  those  social  referents.  Perceived  behavioral  control  reflects  the  perceived  difficulty 
of  carrying  out  the  behavior.  It  has  been  pointed  out  that  perceived  control  is  related  to  variables  such  as  self- 
efficacy,  resources,  inhibiting  or  facilitating  conditions,  and  context  of  opportunity;  thus,  it  can  be  argued  that 
the  Theory  of  Planned  Behavior  model,  while  emphasizing  the  individual,  does  not  ignore  contextual  or 
environmental  factors. 


POPULATION  DESCRIPTION  AND  SAMPLING  PLAN:  The  study  sample  will  consist  of  students  from  an 
inner-city  high  school  in  St.  Louis,  MO.  The  school,  on  average,  enrolls  about  400-450  students  at  the  freshman 
and  sophomore  levels.  The  student  body  is  99  percent  black,  with  approximately  equal  numbers  of  females  and 
males.  The  sample  population  of  black  adolescents  is  representative  of  black  students  in  general,  and  will 
include  many  at-risk  youth.  The  attrition  rate  is  estimated  to  be  20  percent. 

ANALYSIS  PLAN:  The  assumptions  of  this  theoretical  model  will  be  tested  in  a  hierarchical  fashion.  First, 
student  decisions  to  remain  in  school  are  regressed  on  direct  measures  of  attitude,  subjective  norm,  and 
perceived  behavioral  control  in  order  to  assess  the  strength  and  relative  independence  of  the  theoretically 
specified  antecedents.  Additional  variables  external  to  the  model  (e.g.,  neighborhood  factors)  are  entered  at  a 
second  stage  to  test  the  sufficiency  of  the  antecedents  in  accounting  for  student  decisions  to  remain  in  school. 
Other  measures  included  in  the  study  (e.g.,  personal  self-esteem,  self-efficacy,  racial  self-esteem)  also  will  be 
assessed  to  determine  their  influence  on  the  adolescents'  decisions  to  continue  their  education.  Finally,  gender 
differences  will  be  tested  by  including  student  gender  as  a  main  effect  in  all  model  tests. 
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STATEMENT  OF  THE  PROBLEM:  Children  with  conduct  problems  comprise  4-10  percent  of  the  population, 
represent  a  significant  proportion  of  children  with  mental  health  problems,  and  make  up  the  majority  of  referrals 
to  mental  health  clinics.  However,  epidemiological  studies  indicate  that,  because  of  the  high  prevalence  of 
conduct  problems  and  the  relative  lack  of  long-term  treatment  success,  these  children  are  underserved. 
Intervention  efforts  are  needed  at  the  early  stages  of  this  progressive  disorder,  before  the  conduct  problems 
become  pervasive  and  severe. 

Moreover,  understanding  the  developmental  processes  underlying  conduct  problems  is  essential  for  effective 
preventive  intervention.  While  these  processes  are  beginning  to  be  delineated  for  boys,  little  is  known  about 
developmental  pathways  relating  to  conduct  problems  in  girls.  Children  of  adolescent  mothers  are  at  greater  risk 
for  developing  conduct  problems  than  are  children  of  adult  mothers,  even  when  factors  related  to  social  status 
are  controlled.  However,  there  has  been  relatively  little  research  assessing  the  outcomes  of  these  children  during 
the  elementary  school  years,  or  examining  the  risk  and  protective  factors  that  affect  outcome. 

RESEARCH  QUESTIONS  OR  HYPOTHESES:  This  study  will  continue  to  follow  a  longitudinal  sample  of 
children  of  young  women  who  became  mothers  as  adolescents.  The  overarching  long-term  objectives  are  to  ( 1 ) 
identify  pathways  for  the  development  of  conduct  problems  in  these  young  school-age  children,  and  (2)  identify 
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risk  and  protective  factors  in  the  home,  school,  and  peer  environments  that  may  contribute  to  (or  inhibit)  the 
development  of  conduct  problems. 

Of  particular  interest  is  a  model  in  which  parenting  is  assumed  to  have  a  major  direct  influence  on  the 
development  and  maintenance  of  conduct  problems  in  children.  Furthermore,  the  impact  of  maternal  and  child 
risk  and  protective  factors  is  hypothesized  to  be  primarily  (though  not  exclusively)  mediated  through  the  quality 
of  parenting  experienced  by  the  child.  More  distal  risk  and  protective  factors  such  as  socioeconomic  status  or 
neighborhood  quality  are  hypothesized  to  exert  weak  direct  influences  on  child  and  maternal  risk  and  protective 
factors  and  parenting.  The  applicability  of  this  model  to  both  boys  and  girls  will  be  examined. 

STUDY  DESIGN  AND  METHODS:  This  project,  which  is  a  continuation  of  a  longitudinal  study  of  children  of 
adolescent  mothers,  has  been  funded  by  the  Maternal  and  Child  Health  Bureau  in  two  previous  phases, 
beginning  with  MCJ-530535,  Mothering  in  Adolescence:  Factors  Related  to  Infant  Security  (1986-89), 
followed  by  MCJ-530589,  Adolescent  Mothering  and  Preschool  Behavior  Problems  ( 1989-93).  The  current 
research  will  continue  to  follow  the  114  mother-child  pairs  (who  have  participated  since  the  children  were 
infants)  through  the  children's  first  3  years  of  elementary  school  (grades  1-3). 

The  study  assesses  parenting  (discipline,  monitoring,  positive  parenting,  parenting  self-esteem,  family-school 
relationships),  child  risk  and  protective  factors  (gender,  attachment  security,  preschool  behavior  problems,  social 
cognition,  peer  relationships,  academic  ability/performance),  maternal  risk  and  protective  factors  (depression, 
life  stress,  substance  use,  social  support),  and  distal  risk  and  protective  factors  (neighborhood  quality, 
socioeconomic  status,  family  size,  family  stability).  Data  are  collected  from  multiple  informants  (mothers, 
children,  teachers,  independent  observers),  in  multiple  settings  (home,  laboratory,  school),  and  on  multiple 
outcomes  (internalizing  behavior  problems,  externalizing  behavior  problems,  conduct  problems, 
noncompliance). 

Annual  assessments  will  be  conducted  in  school  and  laboratory  settings  during  spring  and  summer  of  grades  1-3. 
School  assessments  consist  of  teacher  reports,  classroom  and  playground  observations,  and  school  archival 
records.  The  laboratory  assessment  includes  parent  report,  child  report,  assessment  of  the  child's  academic 
achievement,  and  observation  of  parent-child  interaction  (including  attachment  security  at  grade  1). 

POPULATION  DESCRIPTION  AND  SAMPLING  PLAN:  This  study  sample  will  be  drawn  from  children 
followed  in  the  earlier  phases  of  the  study.  The  original  sample  from  the  1986-89  study  consisted  of  244  pairs 
of  adolescent  mothers  and  their  infants.  At  the  time  of  the  first  preschool  assessment  3  years  later,  152  of  those 
pairs  could  be  contacted;  data  were  collected  on  1 14  of  those  pairs  at  the  preschool  assessment  1  year  later  (time 
2).  These  1 14  mother-child  pairs  are  the  sample  followed  in  this  study.  The  sample  is  primarily  white  (78 
percent),  with  small  proportions  of  African-American  (9.6  percent).  Native  American  (5.3  percent),  and  other 
(7.0  percent)  groups;  53.5  percent  of  the  children  in  the  sample  are  female. 

Mothers  were  originally  recruited  from  the  clinics,  schools,  and  adolescent  parent  programs  in  Seattle  and  the 
greater  Puget  Sound  area.  Mothers  were  included  in  the  sample  if  the  study  child  was  bom  before  the  mother's 
20th  birthday  and  if  the  mother  chose  to  parent  her  child.  As  noted  earlier,  the  study  seeks  to  address  potential 
gender  differences  in  the  development  of  conduct  problems  and  in  the  risk  and  protective  factors.  Because  of  the 
small  numbers  of  nonwhite  families  participating  in  the  study,  it  is  unlikely  that  racial  or  ethnic  health  issues 
could  be  explored  in  secondary  data  analy.ses. 

ANALYSIS  PLAN:  The  study  will  employ  both  variable-oriented  (correlational/regression  analyses)  and 
within-subject  (growth-curve  analyses)  approaches  to  data  analysis.  Potential  gender  effects  will  be  explored  in 
all  analyses.  To  examine  developmental  pathways,  each  subject  will  be  categorized  on  the  basis  of  changes  in 
conduct  problem  status  over  time.  Formal  hypothesis-testing  techniques  (profile  analyses)  will  be  used  to 
identify  factors  predicting  conduct  problem  status  over  time. 

Separate  analyses  will  examine  the  roles  of  parenting  and  maternal,  child,  and  distal  risk  and  protective  factors. 
Additional  growth  curve  analyses  will  be  conducted  for  those  outcome  measures  administered  repeatedly  at  each 
time  point  to  characterize  the  rate  of  development  of  conduct  problems  in  that  subset  of  children  who  meet 
formal  diagnostic  criteria  for  one  or  more  of  the  disruptive  behavior  disorders  (attention-deficit  hyperactivity 
disorder,  oppositional  defiant  disorder,  conduct  disorder).  In  conducting  the  analyses  required  by  this  approach. 
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a  developmental  function  can  be  fitted  either  for  each  subject  (within-subject  analysis)  or  for  data  aggregated  at 
various  levels. 

The  method  of  partial  least  squares  will  be  used  to  identify  the  roles  of  risk  and  protective  factors  in  parenting 
and  child  outcomes  at  each  time  point.  A  longitudinal  model  will  test  the  roles  of  maternal,  child,  and  distal  risk 
and  protective  factors  from  the  preschool  assessment  in  predicting  child  behavior  problems  at  school  age. 
Additional  analyses  will  examine  the  role  of  concurrent  maternal  and  child  risk  and  protective  factors  at  each 
point. 
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Training 


For  nearly  five  decades,  MCHB  has  provided  funding  under  discretionary  grant  authority  to  pubhc  and  nonprofit 
institutions  of  higher  learning  for  MCH  leadership  training. 

MCHB  has  made  a  significant  investment  in  leadership  education  in  adolescent  health,  especially  through  the 
interdisciplinary  training  programs  that  have  been  funded  since  1977.  Additionally,  MCHB  supports  graduate- 
level  discipline  specific  programs,  such  as  adolescent  health  training  for  nurses. 

In  addition  to  long-term  training  at  the  graduate  and  postgraduate  level,  training  programs  are  expected  to 
provide  professional  consultation  and  technical  assistance  to  State  and  local  health  agencies;  influence  changes 
in  the  academic  community  through  including  MCH  issues  and  perspectives  in  curriculum  content;  and  provide 
continuing  education  activities  for  MCH  and  related  practice  communities. 

Through  continuing  education  grants,  institutions  of  higher  learning  offer  short-term  programs  to  facilitate 
timely  transfer  and  application  of  new  information,  research  findings,  and  technology  in  maternal  and  child 
health  and  related  fields  and  to  update  and  improve  the  knowledge  and  skills  of  professionals  in  programs 
serving  mothers,  children,  adolescents,  and  families. 

Also  included  in  this  chapter  is  an  emergency  medical  services  for  children  (EMSC)  project  to  train  emergency 
personnel  in  effective  communication  with  adolescents. 


Pediatric /Adolescent  Nutrition  Training 

Training 

Program 

MCJ-019183 

University  of  Alabama 

07/01/93-06/30/98 

Department  of  Pediatrics,  Adolescent  Division 

Project  Director(s): 

1600  Seventh  Avenue  South,  ACC  618 

Frank  Franklin,  M.D.,  Ph.D. 

Birmingham,  AL  35233 

Contact  Person: 

(205)  934-5253 

Bonnie  A.  Spear,  M.S.,  R.D. 

(205)  934-1 150  fax 

PROBLEM:  The  Healthy  People  2000  objectives  for  health  promotion  and  disease  prevention  include  nutrition- 
related  health  objectives  targeted  to  the  pediatric  and  adolescent  population.    The  baseline  data  reported  in 
Healthy  People  2000  indicate  that  improvements  are  needed  in  many  nutrition-related  areas  in  this  population. 
Evidence  demonstrates  that  many  chronic  diseases  seen  in  adults,  such  as  obesity  and  atherosclerosis,  originate 
in  childhood  and  may  be  modified  by  changes  in  nutrient  intake. 

This  training  program  is  designed  to  improve  the  nutritional  care  provided  in  the  community  to  infants,  children, 
and  adolescents.  The  program  provides  leadership  training  in  pediatric  nutrition  by  developing  high  levels  of 
clinical  competence,  training  in  systems  of  delivering  nutritional  care,  and  providing  instruction  in  nutrition 
services  for  children  that  are  part  of  the  comprehensive  primary  care  system  and  that  are  family  centered, 
community  based,  culturally  competent,  comprehensive,  and  coordinated.  The  ultimate  goal  of  improving  the 
leadership  skills  of  health  care  providers  in  pediatric  and  adolescent  nutrition  is  to  improve  the  health  status  of 
this  population. 

GOALS  AND  OBJECTIVES:  The  overall  intent  of  the  program  is  to  improve  the  nutritional  status  of  infants, 
children,  and  adolescents.  The  program  has  three  main  goals: 

1.  To  provide  intensive  training  in  pediatric  nutrition  relevant  to  maternal  and  child  health  (MCH)  or  Title  V 
programs  to  health  care  providers  of  various  disciplines,  targeting  nutritionists  and  dietitians; 

2.  To  provide  the  mechanism  for  developing  high  levels  of  clinical  competence  and  leadership  attributes 
related  to  the  practice  of  pediatric  nutrition;  and 

3.  To  disseminate  information  on  emerging  topics  in  pediatric  nutrition  to  a  large  national  audience  of  pediatric 
health  care  providers. 

The  objectives  of  the  program  are  to  develop,  implement,  evaluate,  and  revise  the  major  components  of  the 
training  program. 

METHODOLOGY:  The  program  methodology  consists  of  four  major  components,  the  first  three  of  which  are 
combined  into  an  intensive  5-day  course.  All  components  of  the  training  program  are  planned,  implemented, 
evaluated,  and  revised  with  input  from  a  national  advisory  committee  and  a  local  planning  committee. 
Recruitment  efforts  for  all  components  focus  on  recruiting  minority  trainees  and  trainees  from  geographically 
diverse  areas  of  the  country. 

The  intensive  5-day  course  in  pediatric  and  adolescent  nutrition  is  held  annually  in  Birmingham,  AL,  for  up  to 
100  people.  The  course  curriculum  is  developed  according  to  the  Healthy  People  2000  objectives  and  the 
recommendations  that  the  Maternal  and  Child  Health  Interorganizational  Nutrition  Group  articulated  in  Call  to 
Action:  Better  Nutrition  for  Mothers,  Children,  and  Families.   The  course  focuses  on  all  aspects  of  pediatric 
nutrition,  from  birth  through  adolescence.  Special  emphasis  is  placed  on  promoting  health  and  preventing 
disease. 

A  "train-the-trainer"  session  is  a  key  component  of  the  intensive  course.  This  component  enables  course 
participants  to  train  coworkers  in  pediatric  nutrition.  Teaching  materials  are  provided,  such  as  a  training  manual 


Training 


255 


to  accompany  the  experiential  learning  activities,  as  well  as  slides  and  scripts  of  key  presentations  and  case 
studies. 

The  second  component  of  the  training  program  involves  experiential  learning  activities,  developed  as  part  of  the 
5-day  course.  The  learning  experiences  to  enhance  clinical  skills  in  pediatric  nutrition  include  videotaped 
assessments,  use  of  live  models  for  role  playing,  case  studies,  and  site  visits.  Learnmg  experiences  designed  to 
develop  leadership  attributes  (beyond  enhanced  clinical  skills)  include  site  visits,  regional  or  national  group 
discussions,  and  problem-solving  sessions  on  topics  such  as  health  care  delivery  systems,  public  policy,  and 
culturally  sensitive,  community-based  programs. 

The  final  component  of  this  training  program  is  a  4-hour  Pediatric  Update  that  provides  indepth  information  on 
new  or  emerging  issues  in  pediatric  nutrition  via  a  teleconference  to  a  minimum  of  10  downlink  sites  nationwide. 
This  component  is  offered  at  a  separate  lime  from  the  intensive  course.  This  approach  reduces  the  need  for 
extensive  travel  and  related  costs,  while  reaching  a  large  audience  of  pediatric  nutrition  practitioners.  The 
Pediatric  Update  teleconference  is  transmitted  from  the  state-of-the-art  facilities  at  the  Medical  Forum  of  the 
Jefferson  Civic  Center  in  Birmingham,  AL. 

This  training  project  is  coordinated  with  the  MCH  training  projects  housed  in  the  Department  of  Pediatrics, 
University  of  Alabama,  Birmingham  (UAB):   Pediatric  Pulmonary  Center;  Maternal  and  Child  Health  F*rogram, 
School  of  Public  Health;  Sparks  Clinics;  Civiian  International  Research  Center  (a  University  Affiliated 
Program);  and  Medical  Genetics.  The  Department  of  Nutrition  Sciences  is  also  involved  in  developing  and 
implementing  the  program,  most  significantly  by  offering  the  toll-free  number  of  the  Nutrition  Information 
Service  to  course  participants  for  telephone  consultations. 

The  following  agencies  have  been  contacted  regarding  the  training  program:  Bureau  of  Family  Health  Services, 
State  of  Alabama  Department  of  Public  Health;  Children's  Rehabilitation  Service.  State  of  Alabama;  the 
Nutrition  Bureau  and  Healthy  Start  Program,  Jefferson  County  Department  of  Health;  Nutrition  Division. 
Children's  Hospital  of  Alabama;  and  the  School  of  Nursing,  UAB.  The  professionals  of  these  agencies  have 
agreed  to  support  the  training  program  in  one  or  more  of  the  following  ways:  Serving  on  the  national  advisory 
or  local  planning  committees;  serving  as  speakers  for  the  Intensive  Course  or  the  Pediatric  Update;  and 
providing  sites  for  the  experiential  and  leadership  activities  and  for  clinical  observations. 

EVALUATION;  Pretests  and  posttests  of  participants  are  used  to  evaluate  the  Intensive  Course  and  the 
Pediatric  Update.  Participants  also  complete  a  questionnaire  that  evaluates  the  content  and  curriculum  of  the 
programs,  self-perceived  changes  in  skill  dcvclopmcnl,  and  usefulness  of  the  '"train-the-trainer"  component. 
Recruiting  methods  are  evaluated  by  determining  the  number  of  trainees  recruited  per  method  and  the  cost  of 
recruitment  per  trainee. 

EXPERIENCE  TO  DATE:  The  first  intensive  course  was  held  in  Birmingham,  Alabama,  February  27-March  4, 
1994.  A  total  of  153  participants  from  31  States,  Washington,  DC,  and  American  Samoa  attended  the  course. 
Professionals  attending  included  132  nutritionists,  16  nurses,  3  physicians,  1  social  worker,  and  1  other.  Of  the 
total  registrants,  1 16  were  registered  dietitians.  Fifty  trainees  worked  in  State/local  health  departments  and  47 
worked  in  hospitals  or  medical  centers.  About  35  percent  of  the  trainees  were  from  Title  V  agencies.  About  100 
trainees  participated  in  the  train-the-trainer  component. 

Thirty-five  hours  of  continuing  education  credit  for  registered  dietitians  were  approved  by  the  American  Dietetic 
Association  (ADA)  and  for  registered  nurses  by  the  Alabama  Board  of  Nursing,  which  is  accredited  as  a 
provider  of  continuing  education  in  nursing  by  the  American  Nurses'  Association  Board  on  Accreditation.  The 
course  was  approved  for  32  credit  hours  in  Category  1  of  the  Physician  Recognition  Award  of  the  American 
Medical  Association  (AMA). 

The  first  update  teleconference,  transmitted  from  the  Birmingham/Jefferson  Civic  Center  Medical  Forum,  is 
scheduled  for  June  15,  1994.  Forty-six  downlink  sites  have  been  identified,  representing  a  wide  geographic  area 
and  9  out  of  10  public  health  regions.  Applications  for  four  continuing  education  credits  have  been  made  to  the 
ADA  and  the  Alabama  Board  of  Nursing  for  4  hours  in  Category  1  of  the  Physician  Recognition  Award  of  the 
AMA. 
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Adolescent  Health  Training  Program  Training 

Charles  R.  Drew  University  of  Medicine  and  MCJ-069165 

Science  10/01/91-09/30/96 

1621  East  120th  Street,  MP  #37  Project  Director(s): 
Los  Angeles,  CA  90059                                                       Ludlow  B.  Creary,  M.D.,  M.P.H. 

(213)  563-5868  Contact  Person: 

(213)  563-4912  fax  Paul  D.  Juarez,  Ph.D. 


PROBLEM:  Negative  health  outcomes  associated  with  violence,  substance  abuse,  and  sexual  behavior  are 
among  the  leading  health  issues  facing  adolescents,  particularly  those  who  reside  in  underserved  urban  areas. 
Urban  family  medicine,  pediatrics,  and  obstetrics  and  gynecology  (OB/GYN)  physicians  are  confronted  with 
burgeoning  numbers  of  adolescent  pregnancies,  drug-exposed  infants,  pediatric  AIDS,  and  intentional  injury. 
The  rapidly  changing  inner-city  conditions  and  service  needs  demand  new  models  of  physician  training. 

GOALS  AND  OBJECTIVES;  The  overall  aim  of  this  program  is  to  prepare  family  medicine,  OB/GYN,  and 
pediatrics  residents  to  respond  to  the  unique  primary  health  needs  of  underserved  urban  adolescents  and  their 
families  in  an  interdisciplinary  setting. 

Program  goals  include  the  following: 

1.  Increase  the  knowledge  and  understanding  of  urban  adolescent  health  care  issues  among  family  medicine, 
OB/GYN,  and  pediatrics  residents; 

2.  Enhance  the  skills  of  family  medicine,  OB/GYN,  and  pediatrics  residents  in  providing  primary  care  for 
adolescents  who  reside  in  underserved  urban  areas;  and 

3.  Increase  the  effectiveness  of  family  medicine,  OB/GYN,  and  pediatrics  residents  in  treating  the  range  of 
primary  health  care  issues  that  underserved  adolescents  encounter  over  time. 

METHODOLOGY:  A  jointly  developed  and  operated  adolescent  health  clinic  has  been  established  by  the 
departments  of  family  medicine,  pediatrics,  and  OB/GYN  to  provide  training  that  is  comprehensive,  community- 
based,  and  continuous  in  nature.  Emphasis  is  placed  on  preventing  the  adverse  health  outcomes  associated  with 
violence,  substance  abuse,  sexual  behavior,  and  other  urban  health  issues. 

Adolescent  medicine  rotations  are  structured  in  each  of  the  three  departments  to  ensure  that  residents  are 
provided  an  adequate  knowledge  base  and  the  proficiency  required  to  respond  to  the  unique  health  needs  of 
urban  ethnic  minority  youth.  Residents  are  precepted  by  physicians  with  specialized  adolescent  health  training. 
Regular  use  of  interdisciplinary  team  conferences  and  a  primary  care  case  management  approach  further  ensure  a 
comprehensive  and  continuous  training  experience.  Opportunities  are  provided  to  ensure  that  residents  receive 
training  in  a  variety  of  primary  care  settings,  including  local  schools,  physician  offices,  public  housing  sites,  and 
other  community-based  locations.  Upon  program  completion,  residents  shall  have  acquired  the  unique 
knowledge  and  skills  to  work  effectively  with  underserved  urban  minority  adolescents. 

EVALUATION:  Project  effectiveness  is  being  evaluated  on  several  levels.  First,  a  formal  evaluation  of  the 
curricular  goals  and  objectives  is  being  conducted.  Criteria  for  specific  learning  objectives  are  used  to  assess 
knowledge  gains  and  changes  in  skills.  Second,  residents  evaluate  each  rotation  to  assess  the  effectiveness  of  the 
training.  Third,  adolescents  and  their  families  evaluate  the  effectiveness  of  service.  A  patient  satisfaction  survey 
will  be  developed  and  administered  periodically  to  determine  the  level  of  patient  satisfaction  with  the  service. 
Finally,  the  effectiveness  of  specific  health  promotion  interventions  implemented  in  the  clinic  will  be  formally 
evaluated. 
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EXPERIENCE  TO  DATE:  The  major  accomplishments  of  the  program  to  dale  include  the  following: 

1.  An  interdepartmental  residency  training  program  has  been  implemented  in  the  Departments  of  Family 
Medicine,  Pediatrics,  and  OB/GYN  at  Charles  Drew  University.  It  is  the  first  program  of  its  kind  in  which 
multiple  departments  have  worked  together  to  address  their  residency  training  needs. 

2.  Each  of  the  three  departments  is  sharing  resources  to  support  the  Adolescent  Health  Clinic.  The  clinic  is 
administered  in  a  Department  of  Family  Practice  clinic.  An  OB/  GYN  physician  preceptor,  nurse 
practitioner,  community  worker,  and  nurse  midwife  are  provided  by  the  Department  of  OB/GYN. 
Beginning  in  September  1994,  the  Department  of  Pediatrics  has  committed  to  providing  a  physician  trained 
in  adolescent  medicine  to  precept  in  the  clinic. 

3.  A  subcontract  has  been  implemented  with  the  Division  of  Adolescent  Medicine,  Children's  Hospital  of  Los 
Angeles.  The  subcontract  ensures  that  residents  receive  high-quality  services  and  are  precepted  by  a 
physician  specialist  in  adolescent  medicine  while  the  program  is  being  established  at  Drew. 

4.  The  Adolescent  Health  Clinic  provides  a  highly  visible  pomt  ot  entry  for  adolescent  health  services  at 
King/Drew  Medical  Center  that  has  never  before  been  available. 

5.  The  university  has  agreed  to  support  the  Adolescent  Health  Clinic  by  providing  prime  clinic  space  that  will 
enable  the  program  to  grow  and  become  a  self-suflicienl  service.  This  will  entail  the  expansion  of  the 
program  to  a  new  site.  The  move  is  anticipated  by  August  1994. 

6.  Services  of  several  community  groups  and  a  community-based  physician  trained  in  adolescent  medicine 
have  been  incorporated  into  the  package  of  services  available  at  the  clinic.  A  physician  from  Kaiser 
Permanente,  a  case  manager  from  El  Nido  Services,  a  parenlmg  education  specialist  from  Los  Angeles 
School  District,  and  an  adult  education  specialist  participate  in  the  provision  of  services  offered  at  the  clinic. 
In  addition,  prenatal  and  postpartum  ca.se  management  services  are  provided  by  the  State/county  C-POP 
program. 

7.  Dr.  Karlon  Johnson  and  Dr.  Gildita  Garcia  have  not  only  completed  a  I -year  fellowship  in  conjunction  with 
Children's  Hospital,  Los  Angeles,  but  have  been  retained  as  faculty  for  the  upcoming  academic  year. 

8.  Another  Maternal  and  Child  Health  Bureau  grant  was  awarded  to  the  Department  of  Family  Medicine  to 
establish  a  transitional  health  care  training  program  with  incarcerated  females.  These  young  women  will  be 
absorbed  into  the  Adolescent  Health  Clinic. 

9.  Resources  have  been  procured  to  institute  an  electronic  medical  record  system  in  the  Adolescent  Health 
Clinic.  Six  workstations  in  Family  Practice  Center  B  connect  a  local  area  network  with  a  central  hub/server. 
Faculty  and  staff  currently  are  being  trained  in  the  operations  of  the  system. 

10.  A  new  adolescent  training  curriculum  has  been  completed  approved  by  faculty  and  integrated  across  the 
longitudinal  curriculum  of  the  department  for  academic  year  1994—95  so  that  family  medicine  residents  will 
be  exposed  to  adolescent  issues  across  all  3  years  of  residency. 

1 1.  The  Family  Medicine  Adolescent  Clinic  is  continuing  on  a  path  of  controlled  expansion.  It  has  increased  to 
three  half-day  clinics  per  week  and  anticipates  expanding  to  four  half-day  clinics  shortly.  During  the  next 
fiscal  year,  a  formal  linkage  is  anticipated  with  the  Drew  Medical  Magnet  School.  In  addition,  adolescent 
services  are  expected  to  be  included  in  its  expansion  to  the  soon-to-be-opened  site  in  Inglewood. 

12.  A  regularly  scheduled  monthly  health  promotion  and  psychosocial  support  groups  have  increased  the 
effectiveness  and  efficiency  of  clinic  staff. 

13.  Referrals  are  now  being  received  from  across  the  hospital  (pediatrics,  OB/GYN.  psychiatry,  emergency 
medicine)  and  from  outlying  county  health  clinics.  In  addition,  the  clinic  is  now  receiving  an  increasing 
number  of  patients  with  private  insurance  who  choose  to  come  to  the  clinic. 

14.  The  Adolescent  Health  Clinic  has  expanded  from  I  half-day  to  an  anticipated  3  half-days  per  week  in  FY 
1994-95. 

15.  The  number  of  patients  seen  has  grown  from  none  to  approximately  200  per  month  in  FY  1993-94. 

16.  Six  third-year  family  medicine  and  pediatrics  residents  have  completed  a  1 -month  adolescent  rotation  in 
academic  years  1992-93  and  1993-94. 
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17.  Two  Drew  family  medicine  graduates  have  completed  a  1-year  postresidency  fellowship  in  adolescent 
medicine  and  have  now  joined  the  faculty  of  the  Department  of  Family  Medicine. 

18.  Four  OB/GYN  residents  have  rotated  through  the  Adolescent  Health  Clinic  in  each  of  academic  years  1992- 
93  and  1993-94. 

19.  Numerous  short-term  trainees,  including  fourth-year  medical  students,  first-year  family  medicine  residents, 
and  allied  health  students,  have  spent  part  of  their  training  in  the  adolescent  clinic. 


Interdisciplinary  Adolescent  Health  Training 

Training 

Project 

MCJ-000978 

University  of  California  at  San  Francisco 

10/01/77-06/30/97 

Department  of  Pediatrics 

Project  Director(s): 

400  Parnassus  Avenue 

Charles  E.  Irwin,  Jr.,  M.D. 

Room  AC- 1,  Box  0374 

San  Francisco,  CA  94143 

(415)476-2184 

(415)  476-6106  fax 

PROBLEM:  The  overall  purpose  of  the  Interdisciplinary  Adolescent  Health  Training  Project  of  the  University 
of  California,  San  Francisco  (UCSF),  is  to  train  graduate  students  and  postdoctoral  fellows  in  five  health  care 
disciplines — medicine  (pediatrics  and  internal  medicine),  nursing,  nutrition,  psychology  (clinical  and  health), 
and  social  work — to  become  health  care  leaders  prepared  to  meet  the  challenges  of  adolescent  health  in  the  21st 
century.  The  project  is  based  within  the  University  of  California  at  San  Francisco  and  Berkeley,  the  local  Bay 
Area  community,  and  State/regional  programs.  The  project  emphasizes  leadership  development  in  clinical 
adolescent  health,  teaching,  research  and  evaluation,  health  policy,  and  health  administration.  Leadership 
development  in  these  areas  is  achieved  through  direct  clinical  service,  didactic  course  work  and  seminars, 
development  and  implementation  of  research  and  evaluation  projects,  participation  with  faculty  in  curriculum 
development,  grant  development,  ongoing  faculty  research  projects,  and  participation  of  trainees  with  faculty  in 
consultation  and  technical  assistance  at  local.  State,  regional,  and  national  levels. 


GOALS  AND  OBJECTIVES:  The  project  goals  are  to: 

1.  Train  leaders  in  interdisciplinary  adolescent  health  care  who  will  become  exemplary  models  and  innovators 
in  the  areas  of  prevention,  identification,  intervention,  and  policy,  in  their  roles  as  clinicians,  educators, 
administrators,  faculty,  researchers,  and  informed  health  policymakers; 

2.  Provide  model  coordinated,  comprehensive  health  care  services  to  youth,  emphasizing  prevention, 
accessibility,  appropriate  use,  referral,  followup,  and  health  promotion,  using  an  interdisciplinary  approach; 

3.  Assist  community,  State,  regional,  and  national  health  care  and  policy  organizations  to  prepare  for  the 
current  health  care  needs  of  adolescents  as  well  as  those  projected  for  the  year  2000; 

4.  Continue  development  of  a  knowledge  base  in  adolescent  health  through  pursuit  of  evaluation  and  research; 
and 

5.  Prepare  adolescent  health  specialists  to  play  key  roles  in  formulating  health  pohcies  that  will  shape  delivery 
of  care  for  adolescents  at  the  local,  regional.  State,  and  national  levels. 
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METHODOLOGY:  The  following  methods  are  used  to  implement  project  goals  and  objectives: 

1.  Training:  The  training  component  includes  (a)  long-term  training  (1-3  years)  in  medicine,  nursing, 
psychology,  social  work,  and  nutrition;  (b)  short-term  training  (1-3  months)  in  medicine,  nursing,  social 
work,  and  nutrition;  and  (c)  clinician  and  clinical  investigator  training  (3-12  months)  in  medicine,  nursing, 
psychology,  social  work,  and  nutrition. 

2.  Services:  The  program  offers  a  full  complement  of  primary,  secondary,  terliary,  and  community-based 
services. 

3.  Consultation/continuing  education/technical  assistance:  The  primary  purpose  of  our  consultation  is  to  assist 
community-based  agencies  in  the  region  to  develop  service  programs  for  youth  and  to  improve  existing 
programs.  At  the  Stale  level,  we  will  provide  consultation  to  Title  V  agencies  and  State  maternal  and  child 
health  (MCH)  programs  in  developing  a  comprehensive,  coordinated  plan  for  adolescent  health  services.  At 
the  national  level,  the  project  targets  professional,  national,  and  research  organizations. 

4.  Research:  Current  research  focuses  on  health  promotion  as  well  as  damaging  behaviors  of  youth.  Selected 
current  projects  include:  (a)  Urethritis  in  sexually  active  adolescent  males,  (b)  development  of  adolescent 
patient  education  materials  for  sexually  transmitted  diseases,  (c)  risk-taking  behaviors  of  adolescents,  (d) 
conceptions  of  health  and  illness  in  adolescence,  (e)  contraceptive  decision  making  in  adolescence,  (f)  effect 
of  transition  to  adolescence  on  parents  of  young  adolescents,  (g)  human  papillomavirus  in  adolescents,  (h) 
AIDS  education  and  intervention  programs,  (i)  screening  practices  and  preventive  services  in  clinical 
settings,  (j)  covariation  of  risk  behaviors  in  adolescents  from  various  ethnic  backgrounds,  and  (k)  effect  of 
managed  care  on  delivery  and  cost  of  services  for  adolescents.. 

EVALUATION:  We  monitor  their  professional  activities  and  contributions  to  the  field  through  yearly  reviews. 
The  majority  remain  in  the  area  of  adolescent  health,  working  in  public  health  agencies  or  universities.  In 
addition,  faculty  members  are  subject  to  internal  review  within  their  respective  departments  of  the  affiliated 
schools. 


EXPERIENCE  TO  DATE:  Since  the  project  was  renewed  in  1992,  26  advanced-level  long-term  trainees  have 

completed  the  program.  The  clinical  delivery  component  of  the  project  served  17.700  in  the  outpatient  programs 
and  2,340  patients  in  the  hospital,  and  provided  consultation  at  4  community-based  sites.  Faculty  members  have 
given  1 17  lectures,  41  grand  rounds,  49  workshops,  and  17  institutes.  Approximately  6,700  participants  attended 
these  conferences.  A  policy  component  of  the  Division  of  Adolescent  Medicine  in  collaboration  with  the 
Institute  for  Health  Policy  Studies  has  been  established  this  year  as  the  National  Adolescent  Health  Information 
Center. 


Leadership  Option:    Care  of  Children  with 

Training 

Disabilities 

MCJ-089186 

University  of  Colorado 

07/01/93-06/30/98 

Health  Sciences  Center 

Project  Director(s): 

School  of  Nursing 

Victoria  Erickson,  Ph.D..  P.N. P. 

4200  East  Ninth  Avenue.  Box  C-288 

Denver,  CO   80262 

(303)  270-8076 

(303)  270-8660  fax 

PROBLEM:  In  the  two  decades  since  the  first  Pediatric  Nurse  Practitioners  (PNPs)  and  School  Nurse 
Practitioners  (SNPs)  were  graduated  from  the  University  of  Colorado  School  of  Nursing,  most  have  been 
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employed  with  physicians  in  private  practice,  others  in  cHnics  and  public  health  departments,  and  a  few  in 
school-based  clinics.  With  the  onset  of  health  care  reform  in  the  United  States,  there  will  be  a  demand  for 
individuals  who  are  prepared  not  only  to  deliver  care,  but  also  to  design  and  facilitate  implementation  of  health 
care  delivery  systems,  including  delivery  systems  not  currently  in  place  for  children  with  special  health  needs 
(CSHN). 

This  project  is  designed  to  improve  community-based  care  for  CSHN  by  increasing  the  leadership  skills  of  PNPs 
and  SNPs  who  coordinate  community-based  health  care  delivery  systems.  The  project  faculty  at  the  University 
of  Colorado  Health  Sciences  Center  School  of  Nursing  is  designing,  implementing,  and  evaluating  a  new 
graduate  program  to  educate  PNPs  and  SNPs — "Leadership  Option:  Care  of  Children  With  Special  Needs." 

GOALS  AND  OBJECTIVES:  The  goal  of  this  program  is  to  educate  pediatric  and  school  nurse  practitioners  at 
the  masters  level  to  provide  leadership  in  community-based  primary  health  care  for  children  and  adolescents 
with  special  needs.  Therefore,  the  program  objectives  are: 

1 .  To  develop  and  implement  a  Leadership  Option  in  Primary  Health  Care  for  Children  with  Special  Needs  for 
all  PNP  and  SNP  students  as  well  as  to  educate  a  cadre  of  leadership  specialists  with  unique  clinical  and 
management  skills  whose  focus  is  children  and  adolescents  with  special  needs. 

2.  To  educate  students  about  desirable  client  outcomes  specified  in  Healthy  People  2000  and  provide  strategies 
to  achieve  the  specified  outcomes  for  children  and  adolescents  with  special  needs. 

3.  To  recruit  and  admit  a  minimum  total  of  16  students  (2-5  students  per  year  )  to  full-time  study  in  the 
Leadership  Option  during  the  5  year  funding  period,  impacting  an  additional  50  PNP  and  SNP  graduates 
through  exposure  to  the  components  of  the  Leadership  Option  curriculum. 

4.  To  actively  recruit  ethnic  minority  students  and  students  from  rural  sites  into  the  Leadership  Option  and 
assist  these  students  to  successfully  complete  the  program. 

5.  To  select,  retain  and  reinforce  the  leadership  skill  of  a  sufficient  number  of  outstanding  preceptors  from  a 
variety  of  practice  settings  who  work  with  populations  of  children  and  adolescents  with  special  needs;  to 
provide  preceptorship  environments  and  leadership  role  models  for  student  trainees. 

6.  To  evaluate  the  efficiency  and  effectiveness  of  the  Leadership  Option:  Care  of  Children  with  Special  Needs 
Program  in  producing  graduates  who  have  a  positive  impact  upon  the  target  population 

METHODOLOGY:  All  students  are  required  to  complete  the  foundational  courses,  which  provide  the  didactic 
basis  for  professional  leadership  skills.  All  students  also  complete  the  core  courses  for  PNPs  or  SNPs.  Since 
leadership  requires  complex  personal  characteristics  in  combination  with  superior  skills,  courses  of  study  are 
individually  designed  to  reflect  the  previous  experience  and  interest  of  trainees.  Under  the  supervision  of  the 
core  faculty,  the  trainees  participate  in  designing  and  evaluating  programs  that  meet  the  needs  of  CSHN. 

Serving  as  members  of  the  advisory  council  are  representatives  from  the  Colorado  Department  of  Health, 
Children's  Hospital,  Rural  Colorado  Health/ Area  Health  Education  Centers,  Denver  Public  Schools,  Jefferson 
County  School  District,  Colorado  Nursing  Task  Force,  Denver  Department  of  Health  and  Hospitals,  Commerce 
City,  John  P.  Kennedy  Child  Development  Center,  Child  Development  Unit  at  the  Children's  Hospital,  Mile 
High  Down  Syndrome,  and  the  Board  of  Cooperative  Educational  Services.  The  participation  of  these  agencies 
facilitates  communication  and  networking  of  programs  throughout  the  State.  The  advisors  also  assist  in 
identifying  appropriate  sites  for  clinical  experiences  and  other  experiences  appropriate  for  students. 

EVALUATION:  The  program  is  evaluated  according  to  the  University's  Master  Evaluation  Plan,  as  well  as  the 
Project  Evaluation  Plan,  which  reviews  applicants,  students,  graduates'  curriculum,  faculty,  preceptors,  project 
management,  and  clinical  sites.  Program  implementation  objectives  are  documented  with  both  formative  and 
summative  evaluations.  Program  impact  is  assessed  by  evaluating  student  outcome  measures.  During  the 
traineeship,  students  are  evaluated  by  written  tests,  performance  of  clinical  work,  oral  and  written  presentations, 
and  the  quality  of  their  research  projects.  Followup  surveys  of  graduates  and  supervisors  determine  the  extent  of 
their  leadership  roles. 
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EXPERIENCE  TO  DATE:  During  the  1993-94  reporting  period,  the  program  has  had  3  long-ierm  trainees  and 
17  short-term  trainees.  During  this  period,  over  335  patient  visits  have  been  made  in  two  major  sites  supervised 
by  faculty  members.  Faculty  have  coordinated  16  lectures  specific  to  children  with  chronic  illnesses  and 
disabilities.  Faculty  have  published  three  monographs,  articles,  or  books  concerning  children  with  disabilities. 


Project  CARE:    Combined  Adolescent  Resource 

Training 

Education 

MCJ-089314 

University  of  Colorado 

10/01/92-09/30/95 

Health  Sciences  Center 

Project  Director(s): 

School  of  Nursing,  Office  of  School  Health 

Judith  B.  Igoe.  R.N.,  M.S. 

4200  East  Ninth  Avenue 

Denver.  CO   80262 

(303)  270-7435 

(303)  270-3198  fax 

PROBLEM:  There  is  substantial  evidence  that  the  training  and  education  of  health  professionals,  including 
nurses,  have  not  kept  pace  with  the  changing  needs  and  growing  demands  for  the  provision  of  health  services  to 
adolescents. 

Project  CARE:  Combined  Adolescent  Resource  Education  is  designed  to  increase  and  enhance  the  continuing 
education  opportunities  in  the  area  of  adolescent  health  for  nurses  who  work  in  schools  throughout  the  United 
Stales  by  instituting  a  network  of  nursing  schools  accredited  by  the  National  League  for  Nursing;  these  nursing 
schools  will  join  with  adolescent  health  experts  from  Slate  and  local  health  agencies  to  form  an  innovative 
statewide  partnership  to  implement  this  project  State  by  State.  Project  CARE  is  closely  aligned  with  another 
maternal  and  child  health  project,  the  Center  for  Continuing  Education  in  Adolescent  Health,  to  avoid 
duplication  and  fragmentation. 

GOALS  AND  OBJECTIVES:  The  goal  of  Project  CARE  is  to  establish  a  coordinated  system  of  continuing 
education  in  adolescent  health  that  involves  10  to  14  schools  of  nursing.  Title  V  adolescent  health  coordinators, 
and  nurses  working  in  schools.  Objectives  of  the  project  are  that  al  the  completion  of  the  continuing  education 
program,  nurses  working  in  schools  will: 

1.  Demonstrate  additional  knowledge  and  clinical  skills  in  working  with  adolescents; 

2.  Learn  how  to  prepare  students  for  more  effective  health  consumer  roles; 

3.  Develop  and  maintain  effective  relationships  with  adolescent  health  coordinators  for  ongoing  consultation 
and  technical  assistance;  and 

4.  Establish  supportive  linkages  with  faculty  from  a  school  of  nursing  in  the  State  that  has  the  technical 
expertise  and  resources  in  school  health  to  serve  as  a  technical  assistance  center. 

METHODOLOGY:  A  survey  instrument  to  identify  school  nursing  needs  in  the  area  of  adolescent  health  has 
been  completed  and  distributed,  and  data  analysis  is  in  progress.  Planning  committees  for  Project  CARE  will  be 
organized  on  a  State-by-State  basis  to  individualize  the  planning  for  participating  States. 

Twenty-one  Project  SHARE  fellows  representing  14  States  have  begun  preparation  as  Project  CARE  faculty. 
Project  SHARE  is  a  network  of  nursing  schools  and  faculty  with  special  expertise  in  school  health  and  health 
programs  for  school-age  youth.  Selection  of  these  States  was  based  on  (a)  demonstrated  need  (confirmed  by  the 
survey  described  in  "Exp)erience  to  Date"),  (b)  cultural  diversity,  (c)  ability  to  reach  rural  areas  of  the  State,  (d) 
administrative  support,  and  (e)  evidence  of  collaboration  with  Title  V  adolescent  health  personnel  in  the  State. 
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EVALUATION:  The  project  planning  committee,  in  consultation  with  faculty  from  the  University  of  Colorado 
Center  for  Nursing  Research,  will  design  a  questionnaire  for  the  Project  CARE  faculty  and  students  to  obtain 
information  about  usability,  relevance,  and  presentation  of  the  adolescent  health  program  for  school  nurses.  In 
addition,  faculty  and  students  will  be  interviewed  for  exemplars  pertaining  to  their  processing  of  the  information 
and  instructional  materials  presented  in  the  teaching  program.  The  program  will  be  evaluated  for  (a)  learning  of 
new  interviewing  and  counseling  skills,  (b)  selection  and  recruitment  process  for  Project  CARE  faculty  and 
students,  (c)  planning  arrangements  for  delivery  of  the  adolescent  health  program  throughout  the  State,  and  (d) 
experience  of  the  faculty  and  Title  V  adolescent  health  coordinators  in  establishing  an  effective  integrated 
support  system  for  the  nurses  who  participated  in  this  program  and  work  in  schools. 

EXPERIENCE  TO  DATE:  During  the  first  year  of  the  project,  the  survey  to  establish  the  educational  needs  of 
school  nurses  has  been  completed.  A  planning  committee  for  this  project  has  been  selected  and  has  met. 
Fourteen  States  have  been  targeted  to  participate  in  the  project,  which  will  involve  faculty  from  the  Project 
SHARE  network,  a  national  network  of  faculty  from  accredited  nursing  schools  with  special  interest  and 
expertise  in  school  health.  These  faculty  for  Project  CARE  are  now  establishing  relationships  with  Tide  V 
adolescent  health  coordinators  in  their  States  and  notifying  school  nurses  of  the  future  availability  of  this 
teaching  program. 

Project  staff  have  consulted  with  the  Center  for  Continuing  Education  in  Adolescent  Health  (CCEAH)  to  avoid 
any  duplication  and  overlap  with  the  national  adolescent  health  teaching  program  developed  by  this  MCHB- 
supported  organization.  In  some  Project  CARE  States  the  teaching  program  for  school  nurses  will  be  offered  in 
conjunction  with  the  more  extensive  CCEAH  curriculum.  In  other  States  there  may  be  a  delay  before  the 
CCEAH  curriculum  is  available. 

The  Project  CARE  curriculum  will  focus  on  interviewing  and  counseling  skills  for  school  nurses  who  are 
consulted  by  students  with  numerous  health  complaints.  The  instructional  materials  for  this  segment  of  the 
program,  as  well  as  a  consumer  health  segment  and  a  practice  guide  to  reinforce  learning,  are  under  development 
and  scheduled  for  field  testing  after  January  1994. 


Effective  Communication  and  Cultural 

EMSC 

Competence  in  Emergency  Care  of  the 

MCH-114003 

Adolescent:   A  Curriculum  for  Emergency 

10/01/94-09/30/96 

Medical  Service  Providers 

Project  Director(s): 

George  Washington  University 

Joseph  Wright,  M.D.,  M.P.H. 

Department  of  Pediatrics 

c/o  Children's  National  Medical  Center 

111  Michigan  Avenue,  N.W. 

Washington,  DC  20010 

(202)  884-4177 

(202)  884-3356  fax 

PROBLEM:  The  past  three  decades  have  been  marked  by  a  dramatic  shift  in  patterns  of  adolescent  morbidity 
and  mortality.  Organic  etiologies  of  disease  have  declined  dramatically,  while  psychosocial  and  behavioral 
problems  and  injuries  related  to  high-risk  activities  figure  prominently  in  why  adolescents  currently  use 
emergency  medical  services  (EMS).  Lack  of  appropriate  training,  lack  of  communication  skills,  and  lack  of 
confidence  are  barriers  that  prevent  many  health  care  providers  from  delivering  quality  adolescent  care.  Several 
comprehensive  efforts  have  been  undertaken  to  address  these  deficiencies  in  primary  care  settings.  However, 
litde  attention  has  been  paid  to  the  adolescent  patient  in  emergency  care  settings.  Misunderstanding  of  the 
adolescent  patient  is  often  complicated  by  sociocultural  differences  between  patients  and  members  of  the  health 
care  delivery  team. 
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GOALS  AND  OBJECTIVES:  The  project  goal  is  to  improve  EMS  provider  capabilities  in  communicating  with 
and  understanding  adolescents.  The  two  primary  objectives  are  to; 

1.  Develop  an  adolescent  health  curriculum  for  EMS  providers,  focusing  on  interpersonal  skills  and  cultural 
competence,  by  year  1 ;  and 

2.  Provide  the  adolescent  emergency  education  program  to  at  least  144  providers  through  six  course  offerings 
in  year  2. 

METHODOLOGY:  The  curriculum  will  be  developed  to  reflect  current  knowledge  in  adolescent  health  and 
cultural  competence.  Several  educational  modalities,  including  lectures,  case  scenarios,  role  playing,  self- 
assessment  exercises,  and  small  group  discussion,  will  be  used  to  present  material  in  five  main  content  areas: 

1 .  Cognitive  and  maturational  patterns  of  adolescent  development; 

2.  Common  behavioral  and  psychosocial  emergencies  of  adolescence; 

3.  Legal  issues  pertinent  to  the  care  of  adolescents  in  emergency  settings; 

4.  Self-exploration  of  cross-cultural  knowledge,  beliefs,  attitudes,  and  practices;  and 

5.  Knowledge  relevant  to  culturally  competent  care  of  specific  cultural  groups. 

EVALUATION:  Successful  completion  of  a  comprehensive  program  manual,  accompanied  by  an  instructors' 
guide  and  supporting  educational  tools  (i.e.,  slides  and  instructional  videotapes),  will  serve  as  evaluation  criteria 
for  objective  1.  Assessment  of  the  numbers  of  courses  given,  as  well  as  the  numbers  of  providers  instructed,  will 
serve  as  evaluation  criteria  for  objective  2.   In  tcnns  of  evaluating  course  content,  pretesting  and  pi)sllesting  of 
specific  knowledge  points  will  be  used  as  a  short-term  objective  measure  of  the  project's  success  at  meeting  the 
stated  goal.  A  long-  term  assessment  of  changes  in  participant  perceptions  and  behavior  will  be  evaluated 
through  the  comparison  of  baseline  information  collected  during  the  self-assessment  exercises  and  a  followup 
survey  sent  to  program  participants  2  months  after  course  completion. 


Indiana  University  Adolescent  Health  Training 

Training 

Program 

MCJ- 189596 

Indiana  University 

09/01/92-06/30/97 

Medical  Center 

Project  Director(s): 

Department  of  Pediatrics 

Donald  P.  Orr,  M.D. 

702  Barnhill  Drive,  Riley  Room  5809 

Indianapolis,  IN   46202 

(317)274-8812 

(317)  274-4471  fax 

PROBLEM:  Adolescents  remain  the  single  most  underserved  age  group  in  the  United  States.  Their  unclear 
legal  status,  inability  to  pay  for  confidential  services,  and  increasing  poverty  interact  with  health  professionals' 
lack  of  understanding  about  adolescent  health  problems,  thus  limiting  adolescents'  access  to  acceptable  health 
care.  Youth  in  America  have  the  highest  social  mortality  and  morbidity  of  all  developed  countries.  Adolescent 
pregnancy,  failure  to  use  adequate  contraception,  the  incidence  of  low  birthweight  infants  born  to  adolescents, 
sexually  transmitted  diseases  (including  HIV/ AIDS),  smoking,  alcohol  and  drug  abuse,  lack  of  physical  fitness 
and  exercise,  abuse  and  maltreatment,  suicide,  and  violence  remain  serious  problems  for  American  youth. 

The  Maternal  and  Child  Health  Bureau  (MCHB)  continues  to  call  attention  to  the  health  needs  of  American 
youth.  The  third  annual  meeting  of  the  State  Adolescent  Health  Coordinators  focused  on  the  Omnibus  Budget 
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Reconciliation  Act  of  1989,  which  amended  the  Title  V  Maternal  and  Child  Health  Services  Block  Grant 
legislation  that  forms  the  framework  for  preventive  and  primary  health  care  for  adolescents  within  the  States. 
Recent  reports  from  the  Carnegie  Foundation,  the  W.  T.  Grant  Foundation,  and  the  Office  of  Technology 
Assessment  carefully  document  the  poor  health  status  of  American  adolescents.  Family-centered,  community- 
based  coordinated  services,  interdisciplinary  training,  and  continuing  education  and  research  efforts  have  been 
identified  as  ongoing  needs  through  the  year  2000. 

As  adolescents  with  chronic  physical,  developmental,  and  emotional  impairments  live  longer,  they  and  their 
families  encounter  increasing  problems  with  the  transition  from  adolescence  into  adulthood  and  the  adult  health 
care  system.  Information  suggests  that  adolescent  social  morbidity  and  mortality  in  the  United  States  will 
remain  high  beyond  the  year  2000. 

GOALS  AND  OBJECTIVES:  The  overall  purpose  of  the  interdisciplinary  Indiana  University  Adolescent 
Health  Training  Program  (AHTP)  is  to  prepare  health  professionals  to  become  national  leaders  in  the  field  of 
adolescent  health.  Our  objectives  are  to: 

1 .  Train  long-term  interdisciplinary  health  professionals  in  nursing,  social  work,  nutrition/dietetics, 
psychology,  and  medicine  so  that  these  trainees  will  be  prepared  to  assume  a  position  of  leadership  in 
adolescent  health  at  the  regional  or  national  level.  Fellows  may  receive  a  master  of  public  health  degree 
through  Indiana  University  as  part  of  this  project. 

2.  Assist  short-term  interdisciplinary  health  professionals  to  acquire  clinical  competency  in  adolescent  health 
care  so  that  these  professionals  will  be  better  prepared  to  provide  comprehensive  care  to  youth  and  families. 

3.  Educate  key  State  leaders  about  interdisciplinary  adolescent  health  in  order  to  effect  changes  in  adolescent 
health  throughout  Indiana. 

METHODOLOGY:  Interdisciplinary,  cross-disciplinary,  and  interorganizational  teams  composed  of 
professionals  within  the  university,  community,  and  State  will  provide  the  infrastructure  for  this  project,  thus 
affording  trainees  the  opportunity  to  interact  with  agencies  and  disciplines  important  in  learning  the  principles  of 
family-centered,  community-based  coordinated  care.  Expansion  of  longstanding  collaborative  relationships  with 
the  State  Board  of  Health  (MCH)  will  multiply  the  efforts  of  this  project,  making  it  a  regional  effort  to  train 
leaders.  All  facets  of  the  program  will  provide  trainees  with  (1)  discipline-specific  role  models,  (2)  formal 
instruction,  (3)  supervised  application  of  new  knowledge  and  skills,  and  (4)  the  opportunity  to  teach  others. 

Program  areas  include  adolescent  health  and  social  problems,  interdisciplinary  team  building,  health  policy, 
planning  and  administration,  teaching,  and  research.  The  project  will  integrate  a  network  of  community  and 
university  clinical  sites  and  faculties,  and  a  master  of  public  health  degree  may  be  earned  through  this  program. 

The  AHTP  has  a  history  of  coordinating  activities  with  the  State  Title  V  program  and  the  State  and  county  health 
departments.  Faculty  meet  regularly  with  the  State  MCH  officer.  State  adolescent  coordinator,  and  the  director 
of  the  county  health  department.  The  project  director  serves  on  a  steering  committee  for  a  State  health 
department  program  providing  HIV-related  services  to  gay  youth.  The  associate  project  director  serves  as 
consultant  to  the  State  MCH  division  on  school-based  clinics  and  research.  AHTP  also  provides  consultation  at 
the  county  level.  The  director  of  research  is  a  consultant  to  the  county  health  department  on  evaluation  of 
school-based  clinics,  and  the  director  of  clinical  services  assists  with  development  of  policies  and  protocols  for 
nurse  practitioners  and  assists  with  development  and  coordination  of  county  wide  health  services  for  adolescents. 

EVALUATION:  The  evaluation  will  use  internal  and  external  review  processes  to  measure  the  effectiveness  of 
the  project  in  achieving  stated  goals  and  objectives.  External  review  consists  of  regular  evaluation  by  a  State 
Advisory  Committee  on  Youth,  university  academic  procedures,  the  chair  of  the  Department  of  Pediatrics,  and 
the  deans  of  the  Schools  of  Nursing,  Social  Work,  and  Education.  The  project  will  be  reviewed  periodically  by 
the  staff  and  trainees  and  by  community  adolescent  clinic  advisory  boards.  Standard  methods  will  be  used  to 
ensure  uniformity  whenever  feasible. 

EXPERIENCE  TO  DATE:  During  1993-94,  the  training  program  has  enrolled  5  long-term  trainees,  with 
training  ranging  in  term  from  more  than  4  months  to  3  years.  Two  long-term  physician  trainees,  who  graduated 
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prior  to  the  funding  period,  are  currently  employed  in  leadership  positions:  One  is  a  full-time  faculty  member  at 
the  Indiana  University  School  of  Medicine  and  serves  as  director  of  clinical  services  with  this  program;  the  other 
is  director  of  public  health  for  the  city  of  Turku,  Finland,  and  also  served  as  mtcrim  director  of  Finland's 
Ministry  of  Health.  A  total  of  3 1  health  professional  students  in  medicine,  nursing,  or  dietetics  were  enrolled  as 
trainees  for  periods  of  1  week  (40  hours)  to  1  month  ( 1 60  hours). 

AHTP  faculty  supervised  10  graduate  students  in  independent  study  and  research  related  to  adolescent  health  and 
taught  8  graduate-level  courses  for  88  students.  In  1993,  faculty  lectured  to  over  800  health  professional 
students  and  trainees  concerning  adolescent  health,  presented  continuing  health  education  courses  to  over  900 
professionals,  and  made  9  presentations  at  scientific  meetings. 

Faculty  are  engaged  in  a  series  of  research  projects  relating  to  adolescents,  including  epidemiology  of  health- 
protective  and  health-risk  behaviors,  sexually  transmitted  diseases,  HIV/AIDS,  sexual  behavior,  and  diabetes 
mellitus.  These  studies  resulted  in  the  publication  of  20  articles  in  scientific  journals. 

Through  this  program,  3,000  adolescents  received  health  care  in  5  community  clinics  and  3  university  adolescent 
health  clinics;  the  program  thus  provided  clinical  learning  opportunities  for  trainees  at  all  levels. 
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PROBLEM:  Adolescence  is  a  cntical  stage  of  development  marked  by  leaps  in  physical,  psychological,  social, 
cognitive,  and  moral  growth.  When  these  complex  changes  interact  with  a  medical  condition,  special  health 
needs  may  result.  The  special  health  problems  of  adolescents  are  most  easily  appreciated  when  it  is  noted  that 
the  leading  causes  of  mortality  and  morbidity  in  youth  are  largely  preventable  conditions:  Motor  vehicle 
collisions,  suicides,  homicides,  sexually  transmitted  diseases,  pregnancy,  and  drug  use  and  abuse.  Health  care 
providers  have  a  clear  mandate  to  look  beyond  the  medical  needs  of  the  young  to  all  of  the  psychosocial 
pressures  that  may  be  at  the  root  of  their  special  health  problems.  Therefore,  in  order  to  address  and  resolve 
these  special  physical  and  psychosocial  needs,  professionals  from  a  variety  of  disciplines  must  work  together  in 
planning  management  of  care.  The  purpose  of  this  project  is  to  provide  professional  interdisciplinary  training  in 
adolescent  health  to  graduate-level  students  in  medicine,  nursing,  nutrition,  psychology,  and  social  work. 

GOALS  AND  OBJECTIVES:  The  overall  goal  of  this  program  is  to  develop  leaders  in  adolescent  health  in 
medicine,  nursing,  nutrition,  social  work,  and  psychology.  Specifically,  the  objectives  of  the  program  are  that 
each  trainee  will  do  as  follows: 

1 .  Achieve  with  sensitivity  to  culture  and  race  the  highest  level  of  clinical  competence  in  the  assessment  and 
treatment  of  a  wide  range  of  clinical  problems  commonly  found  in  adolescents; 

2.  Appreciate  the  unique  contributions  of  each  discipline  to  the  care  of  adolescents  individually  and  generally 
and  in  varied  health  care  delivery  settings; 

3.  Participate  in  teaching  adolescent  health  topics  to  other  health  care  professionals  in  academic  and 
community  settings; 

4.  Develop  skills  to  both  critique  and  conduct  clinical  or  laboratory  research  in  adolescent  health;  and 
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5.     Establish  collaborative  relationships  with  appropriate  regional  or  national  groups  or  both  so  as  to  be  an 
advocate  for  adolescents  and  a  resource  for  adolescent  health  issues. 

Each  discipline  has  its  own  set  of  immediate  objectives. 

METHODOLOGY:  The  methods  used  to  meet  the  program's  goals  include:  (1)  A  structured  curriculum;  (2) 
supervised  clinical  care;  (3)  faculty  role  modeling  and  mentoring  in  teaching,  research,  and  advocacy  skills;  and 
(4)  the  completion  of  an  interdisciplinary  group  project. 

The  training  program  has  faculty  and  trainees  from  all  five  represented  disciplines;  trainees  are  at  the  graduate  or 
postgraduate  level.  All  faculty  and  trainees  participate  in  a  1-year  structured  interdisciplinary  curriculum 
including  weekly  core  seminars,  weekly  interdisciplinary  case  conferences,  and  a  weekly  research  course.  There 
are  additional  discipline-specific  sessions  as  needed.  Trainees  are  assigned  to  interdisciplinary  clinical  settings 
and  provide  direct  patient  care  under  the  supervision  of  program  faculty.  In  some  instances,  trainees  receive 
supervision  from  program  faculty  in  a  discipline  other  than  their  own,  when  clinically  appropriate.  As  trainees 
gain  experience  and  knowledge  in  adolescent  health  issues,  they  participate  with  faculty  in  teaching  continuing 
medical  education  (CME)  courses,  providing  community  lectures,  or  instructing  students  from  health-related 
disciplines.  With  faculty  guidance,  trainees  critique  recent  journal  articles  and  design  their  own  research 
projects.  And,  with  faculty  approval,  each  group  of  trainees  undertakes  a  group  project,  which  must  include  all 
disciplines  and  be  completed  by  year's  end.  Program  faculty  provide  consultation  and  technical  assistance  to 
regional,  State,  and  national  groups  on  issues  related  to  adolescent  health.  Whenever  possible,  trainees 
accompany  faculty  to  these  sessions. 

EVALUATION;  Trainees  are  evaluated  by  direct  observation  of  clinical  services,  oral  and  written  presentations, 
and  the  quality  of  their  research  projects.  At  quarterly  intervals,  the  faculty  collectively  evaluates  each  trainee's 
progress.  The  trainees  receive  feedback  on  their  progress.  A  written  evaluation  is  given  to  each  trainee  at  the 
end  of  each  semester.  This  written  evaluation  enables  the  faculty  to  gauge  the  effectiveness  of  the  training 
program  and  the  areas  of  needed  emphasis  for  future  trainees.  A  followup  survey  is  conducted  each  year  to  track 
trainees'  careers  and  leadership  development. 

EXPERIENCE  TO  DATE:  In  the  past  2  years  (1992-93),  the  project  has  had  12  long-term  interdisciplinary 
trainees  (more  than  300  hours  of  training  per  year)  and  321  short-term  trainees  (300  or  fewer  hours  of  training 
per  year).  Project  faculty  gave  129  local,  regional,  or  national  presentations  reaching  5,502  professionals  and 
1,135  members  of  the  lay  community;  39  of  those  lectures  and  conferences  qualified  for  CME  credits.  Over  the 
past  2  years,  project  staff  recorded  19,858  patient  visits  in  the  program's  6  clinics  and  served  428  patients  on  the 
ward  or  consult  service.  Faculty  members  had  23  journal  articles  and  20  book  chapters  published  (or  in  press). 
Studies  are  in  progress  on  pregnancy  and  the  prevention  of  sexually  transmitted  diseases,  parenting  skills  of 
adolescent  mothers,  consequences  of  HIV  infection  in  high-risk  youth,  access  to  and  utilization  of  health  care 
services  for  youth,  and  an  assessment  of  the  coping  strategies  of  inner-city  minority  adolescents. 
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PROBLEM:  Major  crises  confront  the  status  of  youth  in  contemporary  American  society.  These  crises, 
enumerated  in  large  measure  in  the  goals  outlined  for  children  and  adolescents  in  the  Healthy  People  2000 
objectives,  include  high  levels  of  intentional  and  unintentional  injury,  depression,  substance  abuse,  sexually 
transmitted  diseases  including  HIV  infection,  and  adolescent  pregnancy.  While  many  of  these  problems  occur 
among  all  adolescent  populations,  they  arc  most  prevalent  among  economically  and  socially  disadvantaged 
groups,  including  low-income,  minority,  and  inner-city  youth. 

Addressing  many  of  the  new  morbidities  presents  a  major  challenge,  especially  in  view  of  the  need  to  consider 
health  within  the  context  of  changing  health  care  delivery  systems  and  the  expansion  of  community-based 
services.  Trainees  in  all  disciplines  must  learn  to  collaborate  in  joint  efforts  to  improve  the  health  status  of 
adolescents.  Adolescent  health  providers  will  need  to  understand  the  implications  of  the  priority  areas  identified 
by  Healthy  People  2000  and  the  potential  for  risk  reduction  objectives  to  be  achieved  in  exercise,  nutrition, 
cigarette  smoking,  substance  use  and  abuse,  violence,  sexual  activity,  prenatal  care,  chronic  illness,  preventive 
services,  denial  health,  and  immunizations. 

This  project  is  designed  to  provide  interdisciplinary  training  in  adolescent  medicine,  psychology,  nursing,  social 
work,  and  nutrition  in  order  to  create  leaders  in  these  fields.  This  program  provides  clinical  training  in  hospital- 
based,  community-based,  and  outreach  sites  and  will  interact  with  schools  and  local  and  State  health  agencies. 
The  program  provides  skills  es.sential  in  leadership  roles  including  advocacy,  health  policy,  prevention,  research, 
and  teaching.  The  program  provides  high-quality  research  training  for  3-year  adolescent  medicine  fellows. 

GOALS  AND  OBJECTIVES:  The  project  has  established  the  following  goals  and  related  objectives: 

Goal  1:     Training  professionals  for  leadership  roles  in  adolescent  health  care  by  assuring  them  requisite  skills  to 
become  effective  clinicians,  teachers,  program  directors,  and  researchers  in  a  variety  of  health  care 
settings. 

Training  objectives  related  to  goal  I  are  to  develop: 

a.  Knowledgeable  clinicians; 

b.  Effective  clinicians; 

c.  Effective  teachers; 

d.  Effective  program  directors; 

e.  An  understanding  of  quality  improvement; 

f.  The  ability  to  evaluate  research  in  adolescent  health; 

g.  The  ability  to  conduct  research  in  adolescent  health; 

h.  An  understanding  of  the  legal/ethical  implications  of  adolescent  medicine; 

i.  An  understanding  of  the  ethnic,  cultural,  and  socioeconomic  diversity  of  adolescent  populations; 

j.  An  understanding  of  health  care  delivery  models; 
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k.  An  understanding  of  consumer  choices  and  uses  of  health  care  delivery  models; 

1.  An  understanding  of  advocacy  in  adolescent  health;  and 

m.  A  nutrition  training  program  in  adolescent  health. 

Goal  2:     Training  professionals  who  can  collaborate  and  work  effectively  as  members  of  an  interdisciplinary 
team  addressing  the  Healthy  People  2000  objectives. 

Training  objectives  related  to  goal  2  are  to  develop: 

a.  Collaboration  in  patient  care; 

b.  Collaboration  in  research  projects; 

c.  Collaboration  in  a  program  for  adolescent  health; 

d.  Appreciation  of  assessment  skills  and  instruments  of  each  specialty;  and 

e.  Understanding  of  education  and  prevention  methodology. 

Goal  3:     Participating  in  a  new  data  system  with  the  other  six  Adolescent  Health  Training  Programs. 

Goal  4:     Forming  linkages  between  our  program  and  other  maternal  and  child  health  training  programs  in 
Boston,  the  Harvard  University  School  of  Public  Health,  University  Affiliated  Programs  in  New 
England,  special  projects  of  regional  and  national  significance  (SPRANS)  funded  by  the  Federal 
Maternal  and  Child  Health  Bureau,  and  maternal  and  child  health  agencies  in  the  six  States  of  the 
region  over  the  next  4  years. 

METHODOLOGY:  The  program  will  offer  interdisciplinary  training  in  nursing,  social  work,  medicine, 
psychology,  and  nutrition.  Fellows  in  adolescent  medicine  will  learn  about  many  aspects  of  clinical  adolescent 
medicine  in  the  first  year  by  attending  core  curriculum  lectures;  participating  in  teaching  activities;  providing 
clinical  care  at  the  Adolescent  Clinic  at  Children's  Hospital  in  core  rotations  (e.g.,  scoliosis,  sports  medicine, 
learning  disabilities,  developmental  evaluation  for  patients  with  disabilities)  and  at  a  university  health  service,  a 
community-based  health  center,  and  a  storefront  clinic;  and  providing  outreach  activities  for  street  youth. 
During  their  first  year,  fellows  will  participate  in  a  research  project  and  take  an  introductory  course  in  research 
methodology.  During  the  second  and  third  years,  they  will  pursue  intensive  coursework  in  research 
methodology  and  public  health  and  prevention,  and  will  complete  an  independent  research  project  in  adolescent 
health,  continue  teaching,  learn  program  development,  and  deliver  clinical  care. 

Trainees  in  nursing  will  participate  in  the  core  curriculum  and  in  clinical  training  within  the  Adolescent  Clinic, 
community-based  sites,  and  core  rotations.  Psychology  fellows  will  be  based  in  the  adolescent  health  program 
and  will  rotate  to  other  clinical  sites  within  the  Department  of  Psychology.  Social  work  trainees  will  spend  their 
principal  time  in  the  adolescent  health  program  with  rotations  to  community-based  sites  and  core  rotations. 
Nutrition  trainees  will  spend  time  in  clinical  rotations  at  Children's  Hospital  (outpatient  and  inpatient),  at 
Martha  Eliot  Health  Center,  and  at  outreach  services,  and  will  participate  in  the  core  conferences  and  be  involved 
in  a  research  project  program. 

All  trainees/fellows  will  learn  to  work  as  members  of  an  interdisciplinary  team.  The  program  has  initiated  a  new 
data  collection  system  this  year  and  has  begun  to  develop  liaisons  to  regional  maternal  and  child  health  programs 
through  the  establishment  of  a  regional  advisory  committee. 

Faculty  provide  consultation  and  technical  assistance  to  community  health  centers  and  to  several  State  task 
forces  that  coordinate  services  within  Massachusetts,  including  the  Adolescent  Health  Council  and  a  task  force 
assessing  the  impact  of  medicaid  managed  care  on  adolescents.  Six  State  adolescent  health  coordinators  are 
represented  on  the  AHTP  regional  advisory  committee.  The  first  meeting,  held  in  December  1993,  allowed  for 
sharing  common  problems,  challenges,  and  directions.  A  newsletter  is  planned  to  enhance  communication. 

EVALUATION:  All  trainees  and  fellows  will  be  evaluated  by  faculty  throughout  the  training  period.  In 
addition,  self-assessment  as  well  as  peer  and  faculty  assessment  will  be  expected  in  teaching  and  learning 
activities.  Trainees  and  fellows'  research  efforts  will  be  evaluated  by  faculty,  by  acceptance  of  the  abstract  at  a 
national  forum,  and  by  publication  in  a  peer-reviewed  journal.  Fellows  will  be  further  evaluated  by  scores  on  the 
adolescent  medicine  subspecialty  boards.  Surveys  of  former  trainees  and  fellows  will  be  completed  after  the 
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training  program  to  assess  attainment  of  leadership  positions  by  former  trainees  and  to  assess  the  various 
components  of  the  program. 

EXPERIENCE  TO  DATE:  The  new  training  program  in  adolescent  health  at  Children's  Hospital  was  launched 
in  September  1993,  and  the  new  curriculum  was  initiated  in  November  1993  after  two  intensive  retreats.  During 
the  past  year,  the  program  recorded  more  than  8,700  adolescent  medical  visits,  600  social  work  visits,  and  more 
than  175  nutrition  visits  in  the  Adolescent  Program  at  Children's  Hospital.  Additionally,  2,490  adolescents  were 
seen  in  the  Martha  Eliot  Health  Center  Adolescent  Program. 

The  interdisciplinary  team  included  12  long-term  fellows.  Short-term  trainees  included  3  nurses;  15  pediatric 
and  internal  medicine  residents  and  16  medical  students  who  spent  a  month  in  the  adolescent  training  program;  4 
residents  and  4  medical  students  who  completed  a  continuity  clinic  for  at  least  1  year;  6  residents  who  completed 
a  continuity  clinic  for  6  months  or  less;  2  senior  physicians  who  completed  a  continuity  experience;  and  1  senior 
physician  who  completed  a  I -month  rotation. 

Faculty  members  presented  more  than  155  lectures  before  academic  institutions,  schools,  and  lay  audiences, 
reaching  more  than  9,600  attendees.  Faculty  directed  three  postgraduate  courses  at  Children's  Hospital  for 
continuing  medical  education  (CME)  or  continuing  education  units  (CEU)  credits,  and  directed  one  nutrition 
course;  an  additional  course  was  coordinated  by  a  faculty  member  for  the  New  England  Regional  Chapter  of  the 
Society  for  Adolescent  Medicine  (SAM). 

Faculty  have  served  on  national  and  regional  adolescent  health  committees  including  SAM.  NASPAG.  the 
subspecialty  board  in  adolescent  medicine,  and  the  Massachusetts  Adolescent  Health  Council.  Faculty  members 
also  have  served  in  other  capacities — as  chair  of  the  Board  of  Registration  of  Psychologists,  as  president-elect  of 
SAM,  as  president  of  the  New  England  Regional  Chapter  of  SAM,  as  president  of  Anorexia  Bulimia  Care.  Inc., 
and  as  members  of  the  board  of  directors  of  SAM  and  of  the  Massachusetts  Dietetic  Association.  Faculty 
members  have  served  on  editorial  boards  of  journals,  and  core  faculty  have  published  10  articles,  5  book 
chapters,  and  2  audiotapes,  and  presented  16  abstracts  at  national  meetings. 

Studies  in  progress  include  predictors  of  contraceptive  compliance  of  Norplant,  barriers  to  adolescents'  access  to 
prenatal  care,  male  urethritis  and  sexually  transmitted  disease  screening.  HIV  counseling  and  testing.  HIV 
seroprevalence,  HIV  health  services,  critical  pathways  for  treatment  of  pelvic  inflammatory  disease,  assessment 
of  normal  genital  anatomy,  development  of  conceptual  models  of  the  cognitive  assessment  of  pregnancy  and 
childbearing  among  sisters  of  adolescent  mothers,  and  a  study  of  mothers  of  adolescents  with  anorexia  and 
bulimia  nervosa. 
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PROBLEM:  The  University  of  Minnesota's  Adolescent  Health  Training  Program  (AHTP)  has  compiled  much 
of  the  epidemiologic  data  on  adolescent  health,  both  nationally  and  internationally.  In  analyzing  these  data,  it 
becomes  increasingly  clear  that  the  major  causes  of  morbidity  and  mortality  for  youth  are  predominantly  social 
and  environmental  rather  than  infectious.  In  the  United  States,  after  15  years  of  population  decline,  the  trend  has 
reversed;  by  the  year  2000,  the  population  of  young  people  ages  12-17  will  exceed  24  million.  The  growth  will 
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be  predominantly  among  Hispanic  and  other  non white  populations.  Concurrent  with  this  trend  is  rising  poverty 
among  juveniles  in  the  United  States. 

In  addition  to  demographic  changes,  social  changes  will  have  long-term  impact  on  causes  of  morbidity  and 
mortality  among  youth.  Today,  75  percent  or  more  of  all  deaths  in  the  second  decade  of  life  are  from  injuries, 
self-inflicted  harm,  or  interpersonal  violence.  Suicide  rates  continue  to  rise  for  those  18-24  years  of  age.  Still, 
the  largest  killer  of  teens  is  unintentional  injury.  In  the  United  States,  motor  vehicle  injuries  cause  three  of  every 
five  adolescent  deaths;  60  percent  of  these  adolescents  are  intoxicated  at  the  time  of  death.  Causes  of  morbidity 
also  have  shifted.  Alcohol  and  tobacco  continue  to  be  the  major  substances  of  abuse.  Sexual  abuse,  nonmarital 
pregnancy,  sexually  transmitted  diseases,  and  AIDS  are  increasingly  present,  with  a  growing  proportion  of 
teenagers  initiating  sexual  intercourse  at  younger  ages.  Another  noteworthy  trend  in  adolescent  health  is  the 
rising  number  of  young  people  with  chronic  and  disabling  conditions. 

As  issues  of  health  care  access  come  under  growing  scrutiny,  it  is  clear  that  the  current  organization,  financing, 
and  delivery  of  adolescent  health  services  in  the  United  States  require  specific  attention.  Access  to  primary, 
preventive,  and  health  promotion  services  are  limited  by  geographic  access,  restrictions  in  financing  and 
reimbursement,  denial  of  confidential  service  provision,  and  deficiencies  in  provider  training.  It  is  clear  from  a 
national  picture  that  the  training  of  health  professionals  across  disciplines  has  not  kept  pace  with  the  changing 
nature  of  the  morbidities  and  mortalities  among  youth.  Across  disciplines,  professionals  report  deficits  in  their 
preparedness  to  work  with  youth  around  issues  of  growth  and  development,  school-based  problems,  chronic 
illness,  suicide,  depression,  family  conflict,  eating  disorders,  and  substance  use.  The  picture  emerging  from  this 
national  snapshot  across  health  disciplines  suggests  that  the  majority  of  health  care  providers  perceive  significant 
deficits  in  caring  for  the  most  common  issues  of  youth. 

GOALS  AND  OBJECTIVES:  The  goal  of  the  Adolescent  Health  Training  Program  at  the  University  of 
Minnesota  is  to  improve  the  health  status  of  youth  through  training  health  professionals  in  five  disciplines — 
medicine,  nursing,  nutrition,  psychology,  and  social  work — who  will  assume  leadership  positions  in  academic 
and  public  health  sectors.  Given  this  goal,  the  training  objectives  focus  on  development  of  interdisciplinary 
knowledge  and  skills  in  adolescent  health  as  well  as  leadership  competencies,  particularly  research,  teaching,  and 
public  health  administration. 

METHODOLOGY:  The  AHTP  seeks  to  prepare  health  care  professionals  from  the  fields  of  medicine,  nursing, 
nutrition,  psychology,  and  social  work  to  assume  leadership  positions  in  both  academic  and  public  health  sectors. 
All  fellows  have  had  previous  educational  and  work  experience  in  adolescent-related  areas,  and  have 
demonstrated  the  capability  to  assume  positions  of  leadership  in  adolescent  health,  in  either  academic  or  public 
health  sectors.  Specifically,  the  program  seeks  applicants  whose  goals  extend  beyond  primary  individual 
padent/client  care  and  whose  work  efforts  will  enhance  the  field  of  adolescent  health  care  through  training  of 
others,  research,  development  of  service  models,  and  other  creative  efforts  in  the  field  of  adolescent  health  care. 
Given  this  goal,  the  AHTP  is  designed  for  post-master's,  doctoral,  and  postdoctoral  fellows.  Current  recruitment 
efforts  focus  particularly  on  minority  applicants. 

Fellowships  are  of  varying  duration,  depending  on  discipline-specific  needs,  certification  requirements,  funding, 
and  the  fellow's  concurrent  completion  of  a  graduate  degree.  Physicians  are  accepted  for  a  2-year  fellowship. 
For  professionals  from  other  disciplines,  full  completion  of  the  AHTP  curriculum  requirements  necessitates  a 
minimum  of  a  12-month  full-time  program,  although  many  fellows  in  all  nonphysician  disciplines  apply  for  a 
second-year  fellowship.  Stipends  vary  according  to  individual  qualifications  and  sources  of  stipend  support,  but 
are  consistent  with  the  guidelines  set  by  the  Maternal  and  Child  Health  Bureau. 

The  AHTP  has  been  designed  to  provide  fellows  with  deliberately  constructed  broad-based  experiential  and 
didactic  opportunities  that  draw  heavily  on  the  resources  of  the  University  of  Minnesota  and  the  Twin  Cities  of 
Minneapolis  and  St.  Paul.  The  program  also  builds  on  the  unique  strengths  of  the  area's  various  centers  and 
institutes  as  well  as  the  research  and  demonstration  projects  within  the  AHTP. 

To  accomplish  program  goals,  the  curriculum  employs  a  three-dimensional  model  comprising  (1)  comprehensive 
adolescent  health  knowledge  and  skills,  (2)  focal  areas  of  expertise,  and  (3)  functional  tracks  in  academic  and 
public  health  sectors.  As  a  unified  curriculum,  the  three  dimensions  not  only  provide  for  extensive  study  of 
adolescent  health,  but  also  offer  a  vehicle  for  intensive  research  and  clinical  development  in  an  identified  focal 
area  combined  with  leadership  preparation  for  professional  work  in  either  an  academic  or  public  health  setting. 
The  curriculum  plan  progresses  through  the  three  levels  of  training. 
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The  clinical  requirements  for  all  fellows  takes  place  in  multiple  clinical  sites.  Clinical  components  are 
determined  by  interdisciplinary  and  discipline-specific  training  objectives  as  well  as  the  individual  objectives  of 
the  fellow.  Not  all  fellows  participate  in  all  clinics  on  an  ongoing  basis;  rather,  fellows  participate  at  clinical 
sites  for  3-12  months,  depending  on  the  educational  opportunities  at  that  site,  in  addition  to  clinical 
requirements,  all  fellows  in  the  AHTP  are  expected  to  complete  a  research  project,  which  varies  according  to 
degree  status  and  length  of  fellowship. 

EVALUATION:  The  AHTP  uses  both  process  and  impact  evaluation  to  provide  information  for  training 
program  and  curriculum  development  and  modification.  These  evaluations  are  tied  directly  to  ( 1 )  the  overall 
goal  of  training  health  care  providers  for  leadership  in  academic  and  public  health  sectors,  (2)  specific  objectives 
in  interdisciplinary  adolescent  health  and  leadership  knowledge  and  skills,  and  (3)  discipline-specific  objectives 
for  medicine,  nursing,  nutrition,  psychology,  and  social  work. 

The  process  evaluation  focuses  on  the  activities  of  the  training  program,  and  provides  for  periodic  monitoring  of 
the  research,  teaching,  clinical  service,  and  other  programmatic  activities.  The  impact  of  adolescent  health 
training  on  the  trainees'  knowledge  and  skills  is  assessed  through  several  mechanisms.  The  acquisition  of 
knowledge  is  assessed  for  AHTP's  core  seminars  and  core  classes  through  examination  and  other  performance 
evaluations.  Broader  impact  of  postfellowship  activities  is  assessed  through  biannual  surveys  of  trainees' 
professional  activities,  accomplishments,  and  demonstrations  of  leadership  in  academic  and  public  health 
settings.  This  survey  permits  a  periodic  monitoring  of  the  postfellowship  activities  of  fellows;  this  is  particularly 
pertinent  in  light  of  AHTP's  mission,  which  is  directed  toward  leadership  training  of  a  select  number  of  trainees. 

EXPERIENCE  TO  DATE:  During  1993-94.  the  8-membcr  faculty  produced  38  peer-reviewed  articles,  1 1  book 
chapters,  and  1 1  abstracts,  book  reviews,  and  monographs  .  Faculty  submitted  39  grant  applications  (with 
faculty  as  principal  investigator  on  all  but  1 );  of  these.  28  applications  have  been  funded  and  7  arc  pending. 
Faculty  members  have  presented  mt)rc  than  50  university  lectures  and  have  been  the  primary  teaching  faculty  for 
15  graduate  courses  and  seminars  and  have  given  lectures  and  presentations  to  8  international  audiences,  37 
national  audiences,  and  16  State/regional  audiences.  Faculty  have  reached  at  least  8,000  health  care 
professionals,  and  an  additional  4,000  health  care  providers  in  international  audiences. 

Faculty  provided  consultation  to  seven  international  organizations,  including  the  World  Health  Organization  and 
the  Pan  American  Health  Organization,  the  American  Medical  Association,  the  Centers  for  Disease  Control  and 
Prevention,  and  the  National  Institutes  of  Health.   Members  of  the  faculty  also  participated  in  more  than  25 
university  committees  across  various  departments,  schools,  and  divisions.  Faculty  were  involved  in  a  dozen 
national  expert  panels,  boards,  and  committees,  and  an  equal  number  of  State/regional  activities,  including  the 
Society  for  Adolescent  Medicine,  the  American  Board  of  Pediatrics,  the  Alan  Guttmacher  Institute,  the  Lilly 
Foundation,  and  the  National  Institutes  of  Health.  In  addition,  faculty  have  served  on  27  review  panels  or 
editorial  boards  of  professional  journals. 

During  1993-94,  the  program  has  had  8  full-time  (1-3  years)  adolescent  health  fellows,  2  short-term  fellows,  8 
national  scholars,  and  1 1  international  visiting  scholars.  Among  the  long-term  fellows  who  have  completed  the 
fellowship  program,  six  hold  academic  appointments,  nine  hold  public  health  service/administrative  positions, 
and  two  are  pursuing  doctoral  degrees.  During  the  previous  5-year  project  period,  faculty  advised  and  provided 
mentorship  to  139  doctoral  and  master's-level  students  across  disciplines,  in  addition  to  the  medical  students. 
Each  training  year,  the  program  provides  month-long  training  in  adolescent  medicine  for  approximately  20 
pediatric  residents. 

The  clinical  network  comprises  7  half-day  community  clinics  per  week,  averaging  155  patient  visits  weekly 
across  all  7  sites.  Predominant  conditions  include  routine  health  maintenance,  acute  illness,  management  of 
chronic  conditions,  mental  health  problems,  family  issues,  nutritional  problems  and  disordered  eating,  and 
reproductive  health  and  sexual  health  concerns. 
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PROBLEM:  In  the  past  three  decades,  threats  to  adolescent  health  and  well-being  have  fundamentally  shifted 
from  biological  to  predominantly  social  etiologies.  The  "newer"  social  problems  of  youth,  identified  in  Healthy 
People  2000,  are  reflected  in  the  three  leading  causes  of  adolescent  death:  Unintentional  injury,  homicide,  and 
suicide.  Unintentional  injuries  kill  more  adolescents  than  any  other  single  cause;  motor  vehicle  crashes  are  the 
single  greatest  threat,  accounting  for  nearly  two-thirds  of  fatal  injuries.  The  increase  in  social  causes  of  mortality 
is  such  that  the  adolescent  death  rates  have  not  declined  as  significantly  as  those  for  any  other  age  group. 

Like  changes  in  mortality,  the  patterns  of  morbidity  among  adolescents  have  shifted  to  primarily  social  causes, 
related  to  contemporary  stresses  and  risk  behaviors  characteristic  of  the  age  group.  Alcohol  and  tobacco  remain 
the  major  substances  of  abuse.  Sexual  abuse,  pregnancy,  sexually  transmitted  diseases,  and  acquired 
immunodeficiency  syndrome  (AIDS)  are  ever  present.  Particularly  at  risk  is  the  growing  proportion  of 
adolescents  who  initiate  sexual  intercourse  at  increasingly  younger  ages.  Much  has  been  learned  about  the  risk 
factors  predisposing  some  adolescents  to  poor  health  outcomes,  and  this  project  focuses  on  protective  measures 
to  enhance  their  resiliency. 

The  numbers  and  risks  for  this  age  group  are  increasing.  In  the  United  States,  after  15  years  of  population 
decline,  the  trend  has  reversed;  there  were  19.2  million  people  between  the  ages  of  12  and  17  in  1990,  and  that 
number  is  projected  at  over  24  million  by  the  year  2000.  This  growth  will  be  predominantly  among  Hispanic 
and  other  nonwhite  populations.  Today,  one-third  of  the  juvenile  population  in  the  United  States  is  Hispanic  or 
nonwhite.  Poverty  is  also  rising  in  this  age  group. 

The  role  of  nurses  in  developing  and  providing  primary,  preventive,  and  health  promotion  interventions  for 
adolescents,  particularly  those  "at  risk,"  must  be  viewed  in  the  context  of  multidisciplinary  community-based 
collaboration.  It  has  become  increasingly  clear  that  collaborative  teams  are  best  for  program  design,  service 
delivery,  research,  and  training  in  adolescent  health.  Not  only  does  this  approach  enhance  outcomes  for  youths, 
but  it  optimizes  the  educational  preparation  of  the  various  disciplines  represented  on  health  teams.  Nurses,  in 
addition  to  providing  primary  care,  play  significant  roles  in  managing  and  designing  programs,  in  education  and 
advocacy,  and  in  policy-making  and  legislative  arenas.  However,  the  educational  preparation  of  nurses  has  not 
kept  pace  with  the  increasingly  diverse  roles  of  the  profession,  the  social  etiologies  of  youth  health  problems,  or 
service  delivery  issues. 

In  a  1985  national  multidisciplinary  survey,  nurses  acknowledged  significant  deficits  in  the  care  and 
management  of  adolescent  health,  particularly  regarding  issues  becoming  increasingly  prevalent  in  this 
population.  Nurses  would  be  more  competent  in  caring  for  adolescents  if  their  education  focused  more  on 
adolescents,  addressing  the  most  common  health  issues  and  concerns  of  this  population.  It  is  a  challenge  to 
address  the  inadequacies  of  adolescent  nursing  training,  especially  considering  the  paucity  of  advanced 
adolescent  nursing  specialists,  at  either  the  master's  or  doctoral  level,  who  can  provide  academic  leadership  in 
adolescent  health. 

This  project  seeks  to  improve  the  health  of  adolescents  by  developing  the  leadership  capability  of  nurses  who 
will  assume  responsibility  in  nursing  education  and  in  developing  and  delivering  maternal  and  child  health 
(MCH)  services  to  young  people.  The  graduate  training  in  adolescent  nursing  seeks  to  narrow  the  disparity 
between  adolescents'  needs  and  the  readiness  of  nurses  to  address  those  needs.  It  thereby  improves  and 
strengthens  the  contribution  that  nursing  can  make  to  MCH  through  service  delivery,  training,  research,  and 
public  health  administration. 
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GOALS  AND  OBJECTIVES:  The  primary  goal  of  the  program  is  lo  develop,  implement,  and  evaluate  a 
graduate  program  in  adolescent  nursing  that  addresses  the  current  health  issues  of  adolescents  and  prepares 
nurses  for  positions  in  the  academic  and  public  health  sectors.  The  second  goal  is  to  support  continuing 
education  for  local.  State,  and  regional  MCH  nurses  and  other  health  professionals  who  seek  to  enhance  their 
knowledge  and  skills  in  adolescent  health.  The  third  goal  is  lo  continue  adolescent  nursing  education  within  the 
curriculum  of  the  School  of  Nursing,  beyond  the  5-year  scope  of  the  proposed  project.  Finally,  the  program  is 
committed  to  disseminating  the  project  for  replication  in  other  graduate  nursing  programs  in  order  to  expand 
graduate  nursing  education  in  adolescent  health. 

The  objectives  of  the  graduate  curriculum  are  consistent  with  the  project's  primary  aim.  After  completing  the 
coursework  and  practicums,  trainees  will  have: 

1.  Advanced  theoretical  and  methodological  foundations  of  nursing; 

2.  Advanced  public  health  and  public  health  nursing  theory  and  practice; 

3.  Leadership  knowledge  and  skills;  and 

4.  Adolescent  nursing  knowledge  and  skills. 

METHODOLOGY:  The  curriculum  for  the  2-year  master's  degree,  with  a  major  in  nursing  and  a  focus  in 
adolescent  nursing,  integrates  graduate  coursework  in  adolescent,  pediatric,  and  public  health  nursing  and  public 
health,  taught  by  nursing  and  multidisciplinary  faculty  at  the  University  of  Minnesota.  The  project  provides 
annual  continuing  education  conferences  in  priority  adolescent  health  areas  to  l(Kal,  Slate,  and  regional  nurses 
who  wish  to  develop  their  skills  in  working  with  youth.  The  dissemination  plan  encourages  replicating  the 
program  in  other  university  settings  with  schools  of  nursing  and  public  health  that  have  faculty  expertise  in 
adolescent  health.  The  training  model  is  disseminated  thriiugh  publications  in  professional  MCH  and  nursing 
education  journals,  as  well  as  in  presentations  at  national  meetings. 

Trainees  in  the  graduate  program  are  licensed  nurses  who  have  been  admitted  to  the  master's  degree  program 
with  a  major  in  nursing  and  a  focus  in  adolescent  health.  The  program  recruits  students  of  high  academic 
standing,  with  demonstrated  commitment  to  leadership  in  MCH.  Therefore,  selected  trainees  have  clinical 
experience  in  pediatric,  family,  or  public  health  nursing,  and  must  have  demonstrated  capability  for  assuming 
positions  of  leadership  in  adolescent  health.  Possible  leadership  activities  include  training,  developing  service 
models,  research,  or  other  creative  efforts  in  MCH.  Preference  is  given  to  applicants  who  have  clinical 
experience  with  adolescent  populations  and  who  seek  to  pursue  doctoral  training,  as  well  as  to  minority 
applicants. 

Trainees  complete  64  credits  of  graduate  coursework  that  synthesizes  nursing  theory,  public  health  and  public 
health  nursing,  leadership  training,  and  adolescent  health.  The  plan  utilizes  resources  in  the  university's  Schools 
of  Nursing  and  Public  Health  and  the  Interdisciplinary  Adolescent  Health  Training  Program  in  the  Department  of 
Pediatrics,  School  of  Medicine.  Clinical  practicums  utilize  community-based  youth-scr\ing  organizations — 
particularly  Title  V  programs  such  as  school-based  health  services.  The  practicums  emphasize  prevention  and 
transitional  programs  that  enhance  clinical,  management,  and  leadership  skills  for  positions  in  the  public  health 
sector. 

The  program  is  linked  with  the  Maternal  and  Child  Health  Bureau  (MCHB)  in  several  ways.  Four  of  the 
program's  core  faculty  have  extensive  experience  in  training,  research,  and  service  focused  on  MCH  and  funded 
by  the  Federal  MCHB.  The  program  director  is  the  director  of  training  for  an  MCHB-supported  Interdisciplinary 
Adolescent  Health  Fellowship  Program.  Tlie  adolescent  nursing  graduate  curriculum  draws  on  expert  MCH 
faculty  in  the  School  of  Public  Health  MCH  Program  and  the  Interdisciplinary  Adolescent  Health  Training 
Program,  Department  of  Pediatrics,  School  of  Medicine.  Finally,  nearly  all  of  the  field  practicum  sites  are 
supported  by  Title  V  MCH. 

The  State  MCH  Adolescent  Health  Coordinator  serves  on  the  advisory  board  of  the  training  program;  she  also 
participates  in  training  development  and  offers  guest  lectures. 

EVALUATION:  A  number  of  stakeholders  play  a  part  in  evaluating  the  program,  including  core  faculty.  School 
of  Nursing  deans,  trainees,  field  practicum  preceptors,  advisory  and  youth  boards,  and  MCHB.  The  evaluation 
methodology  has  three  components:  (1)  Process  evaluation  allows  systematic  monitoring  of  program  plans  and 
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their  implementation,  permitting  programmatic  adjustments  to  ensure  achievement  of  stated  goals  and 
objectives;  (2)  outcome  evaluation  measures  the  accomplishment  of  goals  and  objectives  on  an  annual  basis;  and 
(3)  long-term  tracking  of  the  trainees  assesses  the  impact  of  the  training  program  as  advanced-level  adolescent 
nurse  specialists  assume  leadership  positions  in  academic  and  public  health  sectors.  Process,  outcome,  and  long- 
term  evaluation  results  are  submitted  annually  to  MCHB. 

EXPERIENCE  TO  DATE:  During  this  first  year  of  the  project,  the  program  has  focused  primarily  on 
curriculum  development  and  recruitment.  Recruitment  efforts  have  included  the  development  of  a  program 
brochure  and  display,  exhibits  and  recruitment  presentations  at  two  national  conferences,  and  program 
announcements  in  various  publications.  To  date,  there  are  two  trainees  enrolled  in  the  graduate  program,  who 
are  scheduled  for  completion  in  summer  1994  and  fall  1995,  respectively.  Five  applications  are  under  review, 
and  six  prospective  trainees  have  had  inquiry  interviews  with  the  program  director. 

Regarding  curriculum  and  continuing  education,  the  required  master's  courses  have  been  approved,  with  the 
exception  of  the  advanced  practice  course  on  clinical  skills  in  adolescent  health,  which  is  to  be  submitted  in 
summer  1994.  The  first  regional,  annual  all-day  adolescent  nursing  conference,  entitled  Prime  Time:  Designing 
Effective  Programs  for  Young  Teens,  will  be  held  on  June  3,  1994.  Linked  with  this  sponsored  conference  is  a 
half-day  retreat  of  the  program's  advisory  board.  In  January  1994,  the  Youth  Board  began  meeting  monthly  and 
serves  in  a  consulting  role  for  program  development  and  related  issues. 

During  the  first  year  of  the  project  period,  the  core  faculty  and  professional  staff,  in  aggregate,  have  published 
three  peer-reviewed  articles/abstracts  and  one  book  chapter  and  edited  two  chapters  in  a  nursing  textbook.  One 
monograph  was  prepared  for  publication.  Nine  university  courses  (graduate  or  continuing  education)  have  been 
taught  or  cotaught  by  faculty  staff,  and  1 1  university  lectures  have  been  presented.  Sixteen  national/regional 
presentations  have  been  made  at  professional  meetings,  including  at  an  expert  panel  of  the  National  Institute  for 
Child  Health  and  Human  Development.  Technical  consultations  and  assistance  through  panel/board 
involvement  or  committee  work  have  been  provided  to  four  national  organizations/agencies,  including  the 
Maternal  and  Child  Health  Bureau.  University  committee  activity  by  program  faculty  and  staff  has  been 
extensive.  Finally,  in  1993-94,  six  grant  applications  were  submitted,  four  were  funded,  and  a  resubmission  to 
the  National  Institute  for  Nursing  Research  is  under  review. 
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PROBLEM:  Adolescents  continue  to  experience  health  problems  that  have  long-lasting  negative  consequences 
(e.g.,  unwanted  pregnancy,  sexually  transmitted  diseases  and  HIV  infection,  alcohol  and  other  drug  abuse,  eating 
disorders,  mental  health  problems,  injury  and  violence).  It  has  become  increasingly  important  to  prepare 
professionals  to  be  able  to  shape  public  policy,  educate  professionals,  and  conduct  research  in  order  to 
effectively  meet  the  health  needs  of  this  population.  The  complexity  of  the  problems  affecting  adolescents 
demands  that  this  training  be  received  in  an  interdisciplinary,  adolescent-specific  setting. 

Except  for  the  seven  federally  funded  Adolescent  Health  Training  Programs  (AHTPs),  interdisciplinary 
leadership  training  for  professionals  who  care  for  adolescents  is  virtually  nonexistent.  The  Interdisciplinary 
Training  Project  in  Adolescent  Health  Care  (ITPAHC)  of  the  Division  of  Adolescent  Medicine,  Children's 
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Hospital  Medical  Center,  Cincinnati,  Ohio,  has  trained  professionals  for  16  years,  has  conducted  clinical 
research,  and  has  provided  community-based,  comprehensive,  family-centered  health  care  to  adolescents  and 
their  families. 

Program  components  include  the  Adolescent  Clinic;  the  Adolescent  Developmental  Disabilities  Program 
conducted  in  conjunction  with  the  University-Affiliated  Cincinnati  Center  for  Developmental  Disabilities;  the 
Adolescent  Center  for  Education,  which  develops  instructional  media;  the  Center  for  Continuing  Education  in 
Adolescent  Health,  which  provides  continuing  education  to  local  providers  serving  adolescents;  and  the 
Postponing  Sexual  Involvement  curriculum  currently  being  taught  to  fifth-grade  students  and  seventh-grade 
students  in  the  Cincinnati  Public  Schools  system. 


GOALS  AND  OBJECTIVES:  The  primary  goal  of  the  ITPAHC  is  to  provide  multidisciplinary  training  so  its 
fellows  and  trainees  can  provide  quality  care  for  adolescents  and  their  families  and  assume  leadership  positions 
in  the  field  of  adolescent  health.  To  meet  this  goal,  the  ITPAHC  will  conduct  the  following  activities: 

1.  Provide  instruction  in  adolescent  health  in  five  health  science  disciplines — medicine,  nursing,  nutrition, 
psychology,  and  social  work — using  an  experienced  interdisciplinary  faculty  and  an  established  training 
program.  Graduates  of  the  ITPAHC  will  acquire  the  knowledge  and  leadership  skills  to  provide 
comprehensive,  community-ba.scd  care;  develop  culturally  sensitive  programs;  and  work  in  collaboration 
with  agencies  and  organizations  at  all  levels,  consistent  with  the  Healthy  People  2U00  objectives. 

2.  Maintain  an  exemplary  service  base  that  functions  as  a  national  model  for  the  delivery  of  family-centered, 
adolescent  health  care  services  to  both  individuals  and  the  community  and  that  provides  a  clinical  setting  for 
service  delivery  by  multidisciplinary  faculty,  fellows,  and  trainees.  Emphasis  is  given  to  flexible,  family- 
centered,  culturally  competent  care  that  is  responsive  to  adolescent,  family,  and  community  needs  with  a 
focus  on  an  interdisciplinary  approach  to  care. 

3.  Through  the  Center  for  Continuing  Education  and  the  Adolescent  Center  for  Education,  develop,  produce, 
and  distribute  multimedia  instructional  materials  on  selected  adolescent  health  issues  for  health 
professionals,  adolescents,  and  community  agencies. 

4.  Expand  the  knowledge  base  of  the  professional  and  lay  communities  in  the  area  of  adolescent  health  by 
conducting  clinical  research,  teaching  research  methodology  and  analysis,  and  disseminating  the  results. 

5.  Provide  teaching,  consultation,  and  liaison  services  at  the  local,  regional,  and  national  levels  for  academic, 
public  health,  and  community  institutions  and  agencies  in  association  with  the  public  and  private  sectors  and 
other  maternal  and  child  health  training  and  service  programs. 

METHODOLOGY:  The  interdisciplinary  core  curriculum  uses  a  developmental  perspective  to  provide  a 
knowledge  base  for  trainees.  The  program  is  divided  into  four  academic  quarters  including  concentration  in  the 
fundamental  aspects  of  caring  for  adolescents.  This  concentration  is  provided  through  the  Center  for  Continuing 
Education  curriculum,  seminars,  psychiatric  conferences,  community  outreach  experiences,  the  Adolescent 
Center  for  Education  program  and  project  development,  participation  in  the  Adolescent  Developmental 
Disabilities  Program,  discipline-specific  and  interdisciplinary  training,  a  clinical  practicum,  and  research  in 
adolescent  health. 

Numerous  statewide  workshops  are  planned  during  spring  and  summer  in  the  following  Slates:  Arizona, 
Arkansas,  Colorado,  Kentucky,  New  York,  and  North  Carolina.  The  curriculum.  Basic  Concepts  in  Identifying 
the  Health  Needs  of  Adolescents,  was  developed  by  the  Center  for  Continuing  Education.  Plans  are  also  being 
made  for  the  other  six  federally  funded  Adolescent  Health  Training  Programs  to  receive  this  training  so  that  they 
can  serve  as  a  resource  for  their  respective  States  and  regions  and  assist  in  dissemination.  ITPAHC  faculty  will 
provide  training  for  the  Ohio  Department  of  Health  in  using  the  Body  Mass  Index  (BMI)  in  physical  assessment. 

EVALUATION:  The  ITPAHC  faculty,  especially  the  director  and  associate  directors,  are  responsible  for 
monitoring  and  evaluating  the  training  program.  Long-term  statistics  are  maintained  on  the  professional 
responsibilities  and  significant  accomplishments  of  graduates. 

The  training  committee  makes  appropriate  modifications  to  the  curriculum  annually. 
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Weekly  faculty  meetings  are  conducted  to  discuss  the  progress  of  the  fellows'  and  trainees'  performance  and 
learning.  Interdisciplinary  core  competencies  are  evaluated  semiannually  on  the  basis  of  daily  and  weekly 
faculty  observation  and  supervision  of  fellows.  All  outreach  activities  are  documented,  including  all  training 
endeavors,  targeted  audiences  and  numbers  trained,  presentations,  and  summaries  of  participation  in  all  local, 
State,  regional,  and  national  conferences  and  meetings. 

EXPERIENCE  TO  DATE:  During  the  project  period  July  1993  to  June  1994,  the  ITPAHC  provided  training  in 
adolescent  health  for  approximately  6,400  persons  (including  8  fellows  who  compiled  more  than  300  contact 
hours  each)  through  seminars,  conferences,  and  clinical  practice.  Technical  assistance  and  consultation  has  been 
provided  to  a  broad  range  of  public  and  private  sector  organizations,  including  hospitals,  professional 
organizations,  community-based  service  clinics,  and  government  agencies.  A  total  of  9,423  patient  visits  were 
recorded.  An  additional  7,535  patients  were  served  through  community  outreach  endeavors. 

Professional  training  and  community  outreach  come  together  in  the  production  of  instructional  audiovisual 
materials.  The  Division  of  Adolescent  Medicine,  the  Center  for  Continuing  Education,  and  the  Adolescent 
Center  for  Education  continue  to  work  collaboratively  in  the  development  of  multimedia  training  materials, 
including  the  videotapes  Taking  Control:  Adolescents  and  Hypertension,  Adolescents  and  Crack  Cocaine,  and 
The  Case  of  Substance  Abuse  Death  (on  the  use  of  inhalants).  Revisions  to  the  Center  for  Continuing  Education 
curriculum  are  also  being  completed  prior  to  national  dissemination  in  fall  1994. 

The  Division  of  Adolescent  Medicine  continues  to  conduct,  present,  and  publish  research.  Current  projects 
include:  A  comparative  study  of  obesity  and  related  cardiovascular  risk  factors  among  black  and  white  girls;  and 
various  reproductive  health  concerns,  including  the  use  of  fish  oil  in  dysmenorrhea,  the  side  effects  and  reasons 
for  continuation  of  the  contraceptive  implant  Norplant,  psychological  development  and  the  transmission  of 
sexually  transmitted  diseases,  and  an  examination  of  compliance  with  hepatitis  B  vaccination. 
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PROBLEM:  Adolescence  is  a  period  of  rapid  biological,  psychosocial,  cognitive,  and  emotional  change.  With 
these  changes  come  the  development  of  behaviors  and  attitudes  about  sexuality  that  may  potentially  have  serious 
health  implications.  Sexual  activity  among  today's  youth  poses  special  risks,  such  as  unplanned  and/or 
unwanted  pregnancy,  and  potential  exposure  to  sexually  transmitted  diseases,  including  HIV  infection.  Clearly, 
greater  efforts  toward  prevention  and  intervention  are  needed  to  foster  informed  and  positive  health-related 
sexuality  choices  among  young  people.  The  U.S.  Preventive  Services  Task  Force,  in  the  Guide  to  Clinical 
Preventive  Services,  recommends  that  clinicians  obtain  a  detailed  sexual  history  from  all  adolescents  and  adult 
patients,  both  male  and  female. 

In  response,  this  project  proposes  to  develop  a  videotape  and  accompanying  instructional  guide  that  will  model 
the  appropriate  techniques  for  taking  a  sexual  history  and  integrating  it  into  a  health  history. 

GOALS  AND  OBJECTIVES:  The  goal  of  this  project  is  to  improve  the  structure,  content,  and  process  of  sexual 
history-taking  among  primary  care  providers  serving  adolescents  (e.g.,  physicians,  mid-level  practitioners. 
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nurses,  social  workers,  and  counselors)  in  a  variety  of  health  care  settings  such  as  school-based  and  school- 
linked  health  settings,  community  agencies,  residential  facilities,  etc.  The  goal  will  be  accomplished  through  the 
following  objectives: 

1 .  Within  the  first  month  of  funding,  convene  a  meeting  of  the  faculty  to  determine  the  key  components  of  the 
videotape  and  the  instructional  manual; 

2.  Within  the  second  quarter  of  funding;  write  video  scripts  and  begin  work  on  the  instructional  guide; 

3.  By  the  end  of  the  fourth  quarter,  develop  the  video  storyboard,  videotape  the  scenes,  edit  footage,  record 
narration  and  animation  onto  videotapes,  edit  footage  into  a  20-25  minute  videotape  and  present  edited 
videotape  and  instructional  guide  to  reviewers  for  comments,  and  make  workmg  copies  of  the  videotape  and 
instructional  guide  for  the  pilot; 

4.  By  the  end  of  the  first  quarter  of  the  second  year  of  funding,  pilot  test  the  videotape  and  instructional  guide 
in  Kentucky,  Minnesota,  and  North  Carolina; 

5.  By  the  end  of  the  first  quarter  of  the  second  year  of  funding,  revise  the  mstructional  guide,  based  on  pilot 
evaluation;  and 

6.  At  the  beginning  of  the  third  quarter  of  the  second  year  of  funding,  disseminate  the  videotape  and 
instructional  guide  nationally  through  the  State  Adolescent  Health  Coordinators  and  Center  for  Continuing 
Education  in  Adolescent  Health  (CCEAH)  trainers. 


METHODOLOGY:  After  conducting  a  careful  literature  search  on  the  topic,  project  faculty  will  meet  to 

determine  the  content  of  the  videotape  and  instructional  guide.  The  videotape  will  demonstrate  the  structure, 
content,  and  process  of  sexual  history-takmg  with  two  females  (depicting  early  and  middle  adolescence)  and  one 
gay  male  in  late  adolescence.  Topics  to  be  covered  include  ( I )  techniques  for  integrating  a  sexual  history  into  an 
initial,  interim,  and/or  episodic  health  history,  (2)  techniques  for  establishing  trust  and  confidentiality  with  the 
adolescent  and  the  family,  (3)  how  to  screen  for  sexual  practices  and  frequency  of  coitus,  (4)  how  to  screen  for 
sexual  orientation,  and  (5)  how  to  screen  for  the  possibility  of  pregnancy,  sexually  transmitted  diseases,  and 
sexual  abuse. 

The  accompanying  instructional  manual  will  be  indexed  to  the  videotape  and  follow  a  two-column  format  with 
content  on  the  left  and  teaching  strategies  on  the  right.  In  addition,  handouts  complementing  the  videotape  and 
instructional  guide  will  be  developed  for  participants. 

It  is  anticipated  that  the  completed  training  curriculum  will  require  6  hours  of  instructional  time.  Principles  of 
adult  education  will  be  used  in  developing  the  training  curriculum  and  videotape.  Each  segment  of  the  content 
will  be  developed  to  provide  learning  in  the  cognitive,  affective,  and  psychomotor  domains.  As  a  result,  the 
training  materials  will  be  dynamic  and  engaging  so  the  learners  will  complete  the  training  with  the  knowledge, 
skills,  and  opportunity  to  examine  their  values  and  bia.ses  and  to  expand  their  appreciation  of  adolescence.  The 
manual  and  videotape  will  be  completed  by  the  end  of  the  fourth  quarter  of  the  first  year  of  funding. 

Within  the  first  quarter  of  the  second  year,  MCH  personnel  in  Kentucky,  Minnesota,  and  North  Carolina  will 
arrange  to  pilot  test  the  curriculum  by  conducting  a  minimum  of  one  training  workshop  each  for  approximately 
60  participants,  and  will  be  responsible  for  collating  and  forwarding  the  evaluation  data  (trainer  self-evaluation, 
participant  pretest  and  posttest.  and  participant  evaluation  of  the  training  and  materials)  to  the  project  director. 
The  evaluation  data  will  be  analyzed  by  the  project  director  and  the  results  used  to  guide  the  revision  process. 

Following  revisions  to  the  instructional  guide,  the  training  package  (videotape  and  instructional  guide)  will  be 
distributed  to  the  State  Adolescent  Health  Coordinators  (or  the  individual  with  equivalent  responsibilities  in  the 
State).  Additional  copies  will  be  distributed  to  CCEAH  trainers  for  use  in  their  training  endeavors.  It  is 
anticipated  that  requests  for  this  training  package  will  extend  beyond  the  target  audience. 

Kentucky's  and  Minnesota's  State  Adolescent  Health  Coordinators  and  North  Carolina's  State  School  Nurse 
Consultant  will  work  collaboratively  with  the  project  to  pilot  test  and  evaluate  the  videotape  and  instructional 
guide.  Once  revisions  are  complete,  the  videotape  and  instructional  guide  will  be  distributed  to  all  State 
Adolescent  Health  Coordinators  and  CCEAH  trainers.  Because  of  their  experience  in  coordinating  and 
implementing  training,  these  individuals  and  their  respective  agencies  have  well-established  networks  to  identify 
potential  audiences  and  ensure  adequate  accessibility  of  this  training  resource.  The  American  Medical 
Association  and  the  American  College  of  Obstetricians  and  Gynecologists  are  also  willing  to  work  in 
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collaboration  with  the  project  faculty  to  identify  individuals  who  would  benefit  from  the  curriculum.  A  notice  of 
its  availability  will  also  be  sent  to  State  and  regional  offices,  and  institutions  of  higher  learning.  Additional 
copies  will  be  available  at  cost  through  a  distribution  center. 

EVALUATION:  The  evaluation  of  the  training  package  will  be  summative.  Each  of  the  participants  will  take  a 
pretest  and  posttest  during  the  training  and  will  provide  an  overall  evaluation  of  the  training,  including  the 
videotape  and  handouts.  Data  from  the  evaluation  will  be  compiled  and  analyzed  and  the  results  will  be  used  to 
guide  the  revision  process  prior  to  national  dissemination. 
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PROBLEM:  Adolescence  is  a  period  of  significant  opportunity  and  risk.  There  can  be  long-term  consequences 
for  many  of  the  risk  behaviors  adolescents  engage  in,  including  unprotected  sexual  activity,  drinking  and  driving, 
substance  use,  poor  eating  habits,  etc.  Although  there  is  awareness  of  the  health  problems  facing  adolescents, 
efforts  to  intervene  and  improve  health  care  services  to  adolescents  continue  to  be  thwarted  by  the  need  for 
health  professionals  to  receive  training  that  is  more  adolescent-specific. 

In  response  to  survey  results  and  Office  of  Technology  Assessment  (OTA)  recommendations,  the  Center  for 
Continuing  Education  in  Adolescent  Health  (CCEAH)  has  developed  a  core  interdisciplinary  training  curriculum 
in  adolescent  health  for  local  providers.  However,  CCEAH  must  now  develop  mechanisms  for  disseminating  the 
information  to  a  broader  audience  than  CCEAH  faculty  alone  can  reach. 

GOALS  AND  OBJECTIVES:  The  goal  of  this  project  is  to  provide  continuing  education  that  meets  the  needs  of 
local  providers  (psychologists,  social  workers,  nurses,  physicians,  nutritionists,  youth  workers,  school 
counselors,  and  others)  serving  adolescents  in  a  variety  of  health  care  settings  such  as  schools,  community  health 
agencies,  residential  facilities.  Job  Corps,  etc. 

The  goal  will  be  accomplished  through  the  following  objectives: 

1 .  Within  the  first  month  of  funding,  establish  dates  to  conduct  a  train-the-trainer  session  and  one  training 
workshop  for  local  service  providers  in  the  State  of  California; 

2.  By  the  end  of  the  second  quarter,  plan  and  implement  a  1-day  train-the-trainer  session  for  the  other  six 
Adolescent  Health  Training  Program  (AHTP)  faculty  and  a  2-day  workshop  for  local  providers  in  the  State 
of  California; 

3.  By  the  end  of  the  funding  year,  AHTP  faculty  will  have  provided  a  minimum  of  two  2-day  workshops  for 
local  providers  serving  adolescents  in  their  States  and/or  regions. 

METHODOLOGY:  Training  certification  requires  3  days.  A  train-the-trainer  component  is  taught  during  the 
first  day.  This  material  includes  effective  use  of  media  and  educational  strategies,  methods  for  improving 
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nonverbal  and  verbal  communication,  and  an  overview  of  the  format  and  content  of  the  CCEAH  curriculum, 
"Basic  Concepts  in  Identifying  the  Health  Needs  of  Adolescents."  The  trainer  spends  the  last  2  days  observing 
the  faculty  as  they  teach  a  complete  2-day  workshop  for  local  providers  in  the  State  of  California.  Certified 
trainers  will  then  have  the  ability  to  train  others  as  trainers. 

Selection  of  qualified  trainers  is  critical  to  the  success  of  the  training.  Not  only  must  trainers  be  competent 
teachers,  they  must  also  have  a  broad  body  of  knowledge  pertaining  to  adolescents,  beyond  that  encompassed  by 
the  curriculum.  Faculty  from  the  seven  Adolescent  Health  Training  F*rojects  funded  by  the  Maternal  and  Child 
Health  Bureau  are  a  logical  group  to  solicit  as  trainers  since  they  possess  a  broad  knowledge  base  in  adolescent 
health. 

California's  State  Adolescent  Health  Coordinator  will  assume  primary  responsibility  for  planning,  implementing, 
and  evaluating  a  2-day  workshop  for  local  providers  serving  adolescents.  A  maximum  of  100  participants  (local 
providers)  may  attend  the  2-day  workshop.  Two  trainers  from  each  of  the  other  six  AHTPs  will  attend  an 
additional  day  of  training  in  order  to  be  trained  as  trainers.  This  diffusion  model  will  allow  for  dissemination  of 
standardized  information  in  adolescent  health  to  a  greater  number  of  local  providers  serving  adolescents. 

California's  State  Adolescent  Health  Coordinator  will  plan,  coordinate,  implement,  and  evaluate  the  2-day 
workshop.  The  coordinator  will  work  closely  with  faculty  from  San  Francisco's  AHTP  and  the  CCEAH  project 
director  in  planning  the  train-thc-traincr  session.  After  reccivmg  iraming,  AHTP  faculty  will  coordinate  efforts 
with  their  respective  State  and/or  regional  personnel  to  plan,  implement,  and  evaluate  a  minimum  of  two  2-day 
workshops.  As  trainers,  they  are  also  encouraged  to  train  additional  trainers,  and  to  use  the  curriculum  in 
institutions  of  higher  learning  with  which  they  are  affiliated. 

EVALUATION;  The  evaluation  of  the  2-day  workshop  will  be  undertaken  by  the  State  Adolescent  Health 
Coordinator  who  will  collate  and  analyze  the  data  and  provide  a  written  report  to  be  incorporated  into  the  cnd-of- 
the-year  report.  The  instruments  to  be  used  for  evaluation  purpo.scs  include  a  demographic  data  sheet  on 
workshop  participants,  pretest  and  posttests  for  the  participants  to  evaluate  change  in  knowledge,  an  overall 
evaluation  of  the  training  (including  the  individual  modules,  rating  of  the  trainers,  and  overall  workshop  rating), 
and  a  self-evaluation  by  the  trainer  on  how  the  training  was  conducted. 
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Seattle.  WA  98195 

(206)  685-1273 

(206)  543-5771  fax 

PROBLEM;  Professionals  who  provide  health  care  to  adolescents  and  their  families  need  specialized  training  in 
order  to  recognize,  diagnose,  and  treat  adolescents'  special  problems.  Of  particular  concern  are  the  complex 
clusters  of  medical/psychosocial  symptoms  associated  with  the  "new  morbidities";  Substance  abuse  and 
alcoholism  among  adolescents;  unemployment  among  school  dropouts;  injury  and  general  ill  health;  and 
increasing  juvenile  crime  and  violence,  adolescent  pregnancy,  runaway  behavior  and  homelessness,  and  other 
behaviors  that  place  adolescents  at  high  risk  for  exposure  to  AIDS  and  other  sexually  transmitted  diseases. 

GOALS  AND  OBJECTIVES;  The  Adolescent  Health  Training  Program  addresses  these  critical  issues  of 
today's  adolescents  by  (1)  working  directly  with  troubled  young  people;  (2)  reaching  out  to  the  community  to 
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train  and  provide  technical  assistance  to  health  care  professionals;  (3)  providing  interdisciplinary  training  to 
advanced-level  students  in  health  professions  (medicine,  psychology,  social  work,  nutrition,  and  nursing)  who 
will  be  working  with  adolescents  in  the  future  in  communities  across  the  Nation;  and  (4)  providing  national  and 
regional  leadership  in  articulating  adolescent  health  issues  and  identifying  effective  interventions,  especially  in 
three  new  priority  areas:  Minority  male  health,  school-based  health,  and  HIV  prevention. 

Within  the  four  major  goal  areas,  the  project  is  organized  around  23  specific  and  measurable  objectives.  These 
objectives  range  from  training  target  numbers  of  trainees  in  each  of  approximately  a  dozen  adolescent  health 
care  facilities  to  identifying  target  numbers  of  adolescents  to  be  served,  and  target  numbers  of  consultations, 
educational  presentations,  research  publications,  and  instances  of  technical  assistance  to  be  provided. 

METHODOLOGY:  The  Adolescent  Health  Training  Program  operates  within  the  Division  of  Adolescent 
Medicine,  Department  of  Pediatrics,  in  the  University  of  Washington  School  of  Medicine.  The  training  program 
emphasizes  long-term  training  of  graduate  and  postgraduate  trainees  as  well  as  continuing  education  for  local 
and  regional  adolescent  health  professionals.  Training  methodology  includes  clinical  training  in  the  diagnosis 
and  treatment  of  adolescent  health  problems,  including  high-risk  health  issues.  Trainees  receive  clinical  training 
in  several  settings;  they  also  attend  several  regularly  scheduled  conferences  and  didactic  core  seminars.  The 
content  of  the  training  addresses  specific  health-related  issues,  current  studies  and  research,  service  provision 
models  and  approaches  to  health  care,  and  cultural  and  health  practices  of  different  ethnic  groups.  In  addition, 
through  consultation,  continuing  education  efforts,  workshops,  and  product  dissemination  and  demonstration 
projects,  the  Adolescent  Health  Training  Program  is  able  to  reach  out  to  health  providers  locally,  regionally,  and 
nationally  to  offer  additional  support,  training,  and  information  to  adolescent  health  care  providers. 

The  primary  training  site  is  the  main  clinic  at  the  University  Hospital,  which  provides  about  3,000  patient 
contacts  per  year  with  350  adolescents  and  their  families.  Specialty  clinics  provide  prenatal  care  for  younger 
pregnant  adolescents,  weight  management,  family  crisis  intervention,  and  substance  abuse  treatment. 

Other  training  facilities  include  inpatient  units  for  chronically  ill  adolescents  at  Children's  Hospital  Medical 
Center,  the  health  clinics  at  the  King  County  juvenile  correctional  facility  and  at  two  other  State  juvenile 
facilities,  and  three  street  clinics  providing  drop-in  service  for  runaway  or  emancipated  youth.  Service  and 
training  are  provided  at  several  Maternal  and  Child  Health  Bureau-supported  facilities  in  addition  to  University 
Hospital.  The  project  is  currently  operating  a  school-based  clinic  and  developing  a  school-linked  clinic. 

In  total,  there  are  more  than  10,000  faculty-supervised  contacts  per  year  between  adolescents  and  project  trainees 
in  the  disciplines  of  pediatrics,  family  medicine,  psychiatry,  psychology,  social  work,  nutrition,  and  nursing. 

Particularly  innovative  are  the  faculty's  preventive  and  outreach  efforts  in  which  trainees  participate.  Trainees 
gain  critical  experience  in  identification  and  early  intervention  concerning  factors  that  place  adolescents  at  risk 
for  major  illness.  This  experience  includes  screening  and  educating  street  youth  at  drop-in  clinics  concerning 
AIDS  transmission;  coaching  families  of  pregnant  adolescents  in  effectively  supporting  the  adolescent 
daughter's  role  as  mother;  and  providing  risk  reduction  training  to  predriving  adolescents  in  schools  and  health 
education  in  association  with  onsite  services  in  schools. 

All  aspects  of  training  are  reviewed  and/or  are  collaborative  with  the  State  Title  V  agency  and  the  adolescent 
health  coordinator  and  Region  X  MCH  consultants. 

EVALUATION:  Every  health  care  training  contact  is  documented,  aggregated,  and  evaluated  routinely.  All 
components  are  evaluated  quantitatively  in  formal  evaluation  sessions  with  staff  and  trainees.  The  project's 
stated  objectives  are  sufficiently  specific  to  allow  for  quantitative  evaluation  of  attainment  in  each  area. 
Followup  surveys  of  trainees  are  conducted  annually  and  at  5-year  intervals. 

EXPERIENCE  TO  DATE:  Since  its  inception  in  1977,  the  Adolescent  Health  Training  Program  has  grown  and 
solidified  its  position  locally  and  regionally  as  the  prime  resource  for  specialized  adolescent  health  care,  and  has 
achieved  national  recognition  for  training  hundreds  of  long-term  postgraduate  trainees  and  thousands  of  medical 
students  and  other  short-term  trainees.  Each  year,  the  list  of  job  placements,  educational  presentations,  and 
published  research  grows. 
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Children  and  Adolescents  with  Special  Health 

Training 

Care  Needs:    Family  Community 

MCJ-000909 

University  of  Washington 

07/01/63-06/30/98 

Parent  and  Child  Nursing  Department,  SC-74 

Project  Director(s): 

T410  Health  Sciences 

Diane  Magyary.  R.N..  Ph.D. 

Seattle.  WA  98195 

(206)  685-7444 

(206)  543-6656  fax 

PROBLEM:  The  number  of  children  and  adolescents  with  special  health  needs  (CSHN)  is  estimated  to  range 
from  10  to  15  percent  of  the  childhood  population.  Special  health  nccd.s  mcludc  conditions  along  the  continuum 
of  developmental  risk  and  disability.  National  commitment  to  improving  health  care  for  CSHN  has  increased, 
but  too  often  health  services  arc  fragmented,  inaccessible,  and  expensive.  Prevention  services  are  frequently 
inadequate  and  highly  variable,  depending  on  the  program.  The  Surgeon  General's  report  Campaign  '87 
acknowledges  the  need  for  improved  health  care  resources  that  are  community  based,  well  coordinated,  family 
centered,  and  comprehensive,  involving  both  primary  and  specialty  health  focus. 

To  improve  health  services  for  CSHN  and  their  families,  nursing  specialties  arc  being  developed.  As  described 
in  the  1980  American  Nurses  Association  Policy  Statement,  specialization  in  nursing  is  obtained  through  a 
graduate  degree.  The  clinical  nurse  specialist  prepared  at  a  master's  level  provides  leadership  and  expertise  in 
the  field  through  direct  care,  collaborative  case  management,  advocacy,  consultation,  education  of  patients  and 
their  families,  and  program  development  and  evaluation.  Nurses  with  doctoral  degrees  use  their  specialized 
knowledge  and  research  skills  to  advance  clinical  practice  and  policy  changes,  primarily  through  teaching  and 
scientific  study.  Training  programs  are  being  developed  to  advance  nursing  practice  and  its  articulation  with 
community-based,  well-coordinated,  comprehensive  family-centered  care  for  CSHN. 

GOALS  AND  OBJECTIVES:  This  training  program  was  developed  to  address  two  related  goals:  Preparing 
graduate  nursing  personnel  and  providing  comprehensive  primary  and  specialty  health  care  services  for  CSHN. 
Specific  objectives  are  to: 

1.  Prepare  nurses  at  the  graduate  level  for  specialization  and  leadership  roles  related  to  the  comprehensive 
primary  and  specialty  health  care  of  CSHN  and  their  families; 

2.  Strengthen  nurses  in  doctoral  and  other  master's  programs  of  study  in  selected  theory  and  knowledge  (both 
clinical  and  research)  related  to  CSHN  and  their  families;  and 

3.  Provide  nursing  faculty  as  resources  to  community-based  health  care  programs  for  CSHN  and  their  families. 

METHODOLOGY:  Graduate  students  who  want  to  major  in  the  field  enter  a  5-quarter  program  of  study  with 
specialized  curriculum,  leading  to  a  Master's  of  Nursing  degree  in  the  School  of  Nursing.  University  of 
Washington.  The  special  curriculum  involves  coursework.  interdisciplinary  clinical  practicums.  and  completion 
of  a  thesis.  Selected  aspects  of  the  curriculum,  such  as  coursework  and  interdisciplinary  clinical  practicums,  are 
provided  to  graduate  students  who  want  to  minor  in  the  specialty  field. 

Master's  and  doctoral  nursing  students  have  opportunities  to  participate  in  faculty  research  related  to  CSHN. 
Students  who  demonstrate  commitment  to  the  specialty  may  receive  financial  assistance  through  grant  stipend 
and  tuition  support  funds  and  other  financial  sources. 

Faculty  members  recruit  graduate  specialty  students  and  disseminate  information  that  enhances  community 
understanding  of  the  roles  of  specialty  graduates.  Faculty  members  also  collaborate  with  Title  V  and  related 
programs  during  each  year  of  the  project  and  provide  continuing  education,  consultation,  and  direct  services. 
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EVALUATION:  The  protocol  is  designed  to  evaluate  graduate  specialty  students  at  three  points  in  time: 

1.  Before  graduate  studies  begin; 

2.  During  graduate  studies,  on  a  quarterly  basis;  and 

3.  After  graduate  studies,  on  an  immediate,  1-,  3-,  and  5-year  basis. 

Faculty  evaluations  of  student  learning  indicate  satisfactory  progress  of  all  students  in  areas  of  theoretical 
knowledge,  clinical  expertise,  and  thesis  involvement.  Student  evaluations  of  faculty  teaching  range  from  "very 
good"  to  "excellent,"  as  do  their  evaluations  of  clinical  sites  and  clinical  preceptors. 

Peer  review  evaluations  of  faculty  teaching  indicate  satisfactory  ratings  for  theory-based  seminars  and  lectures 
and  for  skills  acquisition  laboratories. 

Evaluations  of  students  immediately,  1,  3,  and  5  years  after  graduation  indicate  significant  employment  in 
leadership  roles  related  to  CSHN  within  a  family  context. 

EXPERIENCE  TO  DATE:  During  1993-94,  the  program's  major  accomplishments  included  the  following: 

1.  There  were  13  master's  (7  major  and  6  minor)  and  7  doctoral  nursing  students  affiliated  with  the  program. 
Twelve  quarters  of  tuition  support  and  15  quarters  of  stipend  support  were  provided  to  students  in  the 
specialty  field.  Given  that  this  is  first  year  of  a  6-quarter  program,  students  have  not  yet  graduated. 

2.  Project  faculty  continue  to  enhance  multiculturalism  in  the  curriculum,  select  clinical  sites  that  serve 
populations  of  color,  and  develop  recruitment  policies  and  strategies  that  increase  diversity  within  the 
graduate  student  population. 

3.  Project  faculty  continue  to  consult  with  the  curriculum  and  clinical  advisory  boards,  which  are  composed  of 
nursing  leaders,  leaders  from  other  disciplines,  and  parents  of  children  and  adolescents  with  special  health 
needs. 

4.  Faculty  are  involved  in  the  University  Affiliated  Program's  interdisciplinary  Clinical  Training  Unit  through 
such  activities  as  serving  as  Discipline  Head  for  Nursing;  coordinating  and  supervising  nursing  student 
clinical  practicums;  providing  direct  client  care;  serving  on  peer  review  boards;  developing,  field  testing, 
and  disseminating  the  Nursing  Standards  for  Children  with  Special  Health  Needs;  and  serving  on 
committees. 

5.  Faculty  are  involved  in  numerous  university-based  committees,  community  service  activities,  and  Title  V- 
related  activities  that  involve  other  MCH-funded  training  grants  and  statewide  special  projects  of  regional 
and  national  significance. 

6.  The  Nursing  Standards  for  Children  with  Special  Health  Needs  are  being  revised  to  reflect  a  clinical  path 
orientation  and  a  more  clinical  utility  format. 

7.  The  training  program  continues  to  be  strengthened  by  the  active  research  programs  of  the  project  faculty. 
Research  results  are  disseminated  through  publications,  presentations,  and  curricular  materials.  Research 
opportunities  and  research-based  financial  support  are  available  to  students  through  the  project  faculty 
research  programs. 
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ADOLESCENT  HEALTH- 
GENERAL  INFORMATION 


ALASKA  DEPARTMENT  OF  HEALTH  AND 
SOCIAL  SERVICES,  ALASKA  ADOLESCENT 
HEALTH  ADVISORY  COMMITTEE 


Alaska's  adolescents: 
future 


A  plan  for  the 


Anchorage,  AK:  Alaska  Adolescent  Health 
Advisory  Committee,  Alaska  Department  of  Health 
and  Social  Services,  1995.  244  pp. 

Contact:    Section  of  Maternal,  Child,  and  Family 
Health,  Alaska  Division  of  Public  Health,  1231 
Gambell  Street,  Anchorage,  AK  99501. 
Telephone:     (907)  279-4711.     Available  at  no 
charge. 

This  report  was  developed  as  a  tool  for  the  use  of 
governments,  organizations,  schools,  and 
communities  that  are  developing  programs  and 
services  for  adolescents.  It  reports  on  the  health 
status  of  adolescents  in  Alaska  and  offers  a  plan  for 
improving  their  health.  Section  1  covers  basic 
assumptions  about  adolescent  health;  section  2 
presents  data  on  the  seven  major  adolescent  health 
problems  in  the  State;  section  3  reviews  obstacles 
to  successful  adolescent  programs,  outlines  the 
critical  elements  of  successful  programs,  and  offers 
a  new  vision  of  adolescent  program  planning; 
section  4  has  recommendations  for  improving 
adolescent  health;  section  5  lists  resources  for 
identifying  resources;  and  section  6  provides 
community  guidelines  for  implementing  the 
recommendations  of  the  report.  Appendixes  offer 
information  on  risk  factors  and  resilience,  the 
Healthy  Alaskans  2000  goals,  and  a  glossary  and 
bibliography.  The  report  was  developed  in  two 
parts;  the  first  three  sections  were  released  in  1994, 
the  last  three  in  1995. 


CARVER  KA 

Handbook  of  Federal  agencies, 
legislative  committees,  programs,  and 
private  foundations  interested  in 
adolescent  health 

Minneapolis,  MN:  Adolescent  Health  Program, 
University  of  Minnesota,  1992.   161  pp. 


Contact:   Adolescent  Health  Program,  Division  of 
General    Pediatrics    and    Adolescent    Health, 
University   of  Minnesota,   Box  721    -  UMHC, 
Minneapohs,  MN  55455. 
Telephone:  (612)626-2820. 

This  handbook  is  an  introduction  to  the  factors  and 
entities  that  affect  adolescent  health  in  the  United 
States.  The  handbook  lists  the  Federal  agencies, 
legislative  committees,  and  private  foundations  that 
mold  the  laws  and  policies  and  fund  the  research 
and  programs  that  have  an  impact  on  adolescent 
health.  The  first  section  is  a  directory  of  Federal 
agencies  involved  in  adolescent  health.  The  second 
section  addresses  the  legislative  aspects  of  policies 
affecting  adolescent  health.  The  final  section  is  a 
directory  of  foundations  active  in  adolescent  health. 


CHILDREN'S  HOSPITAL  MEDICAL  CENTER, 
DIVISION  OF  ADOLESCENT  MEDICINE, 
CENTER  FOR  CONTINUING  EDUCATION  IN 
ADOLESCENT  HEALTH 

Basic  concepts  in  identifying  the 
health  needs  of  adolescents 

Cincinnati,  OH:  Center  for  Continuing  Education 
in  Adolescent  Health,  Children's  Hospital  Medical 
Center,  1994.  ca.  500  pp.,  6  videotapes  (various 
times,  VHS  1/2  inch),  57  color  slides. 

Contact:     Center  for  Continuing  Education  in 

Adolescent    Health,    Division    of   Adolescent 

Medicine,  Children's  Hospital  Medical  Center, 

3333  Burnet  Avenue,  PAV  1-129,  Cincinnati,  OH 

45229-3039. 

Telephone:  (513)559-4681.  Fax:  (513)559-7844. 

$75.00. 

This  curriculum,  intended  as  a  2-day  continuing 
education  course  on  adolescent  health  and 
development,  is  designed  for  professionals  who 
work  with  adolescents  in  service  settings.  Eight 
modules  cover  pubertal  growth  and  maturation, 
normal  psychosocial  development,  nutrition  in 
adolescence,  the  adolescent  and  the  law,  risk 
assessment  of  adolescents,  adolescents  and  their 
social  context,  communicating  with  the  adolescent, 
and  a  comprehensive  approach  to  care  of 
adolescents.       The    curriculum    includes    six 
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videotapes  (from  10  to  60  minutes  in  length): 
"Normal  Pubertal  Growth  and  Maturation,  In  Our 
Own  Words,  The  Adolescent  and  the  Law  for 
Health  Care,  Interviewing  Adolescents,  Keys  to 
Communication,"  and  "Responding  to  the 
Depressed  Adolescent."  Also  included  are  a  train- 
the-trainer  module  to  promote  the  use  of  effective 
teaching  strategies  for  trainers,  pretests  and 
posttests,  and  a  trainer  assessment.  The  1994 
curriculum  replaces  the  1992  version  titled  "What's 
Normal?:  The  Facts  and  Myths  of  Adolescence." 


DAVIS  BJ.ED. 
Target  2000 

Chicago,  IL:  Healthy  Youth  2000,  American 
Medical  Association,  1990-.  Three  per  year. 

Contact:    Healthy  Youth  2000,  American  Medical 

Association,  515  North  State  Street,  Chicago,  IL 

60610. 

Telephone:     (800)  621-8335  or  (312)  464-4512. 

Price  unknown. 

This  newsletter  provides  information  for  health 
professionals  concerning  developments  in 
preventive  health  services  for  adolescents;  it  is 
produced  in  connection  with  the  "Healthy  People 
2000"  objectives.  The  newsletter  includes  topical 
articles  and  information  on  health  promotion 
efforts,  lists  forthcoming  meetings  and  conferences, 
and  reviews  new  publications  of  interest. 


Adolescent  Health  Program,  the  MCHB  Adolescent 
Regional  Advisory  Committee,  the  Boston 
HAPPENS  Program  Network  Mectmgs,  and  the 
Region  I  State  Adolescent  Health  Coordinators. 


FARROW  JA.  FD 
Adolescent  medicine 

Medical  Clmics  of  North  America.  74(5):  1-254. 
September  1990. 

Contact:  Periodicals  Department,  W.  B.  Saunders 
Company,  Harcourt  Brace  Jovanovich,  6277  Sea 
Harbor  Drive,  4th  Floor.  Orlando.  FL  32821-9989. 
Telephone:  (800)  545-2522.  $23.00  plus  $4.00 
shipping  and  handling. 

This  issue  of  "The  Medical  Clinics  of  North 
America"  addresses  adolescent  medicine,  offering  a 
practical  and  applied  review  of  important  issues 
related  to  adolescent  health.  Topics  include 
adolescent  wellness,  HIV  infection  and  AIDS, 
menstrual  problems,  contraception,  sexually 
transmuted  infections,  adolescent  suicide,  chemical 
dependency,  management  of  obesity  and  eating 
disorders,  and  atherosclerosis  during  adolescence. 


GREYDANUS  DE,  PRATT.  HD 

Adolescence:        A    continuum     from 
childhood  to  adulthood.    (3rd  ed.) 


EMANS  SJ,  WOODS  ER.  EDS. 

Interdisciplinary  adolescent  health 
newsletter 

Boston,  MA:  Division  of  Adolescent/Young  Adult 
Medicine,  Children's  Hospital,  1994-.  Quarterly. 

Contact:     Division  of  Adolescent/Young  Adult 
Medicine.  Children's  Hospital,   300  Longwood 
Avenue,  Boston.  MA  02115. 
Telephone:  (617)735-7170.  Fax:  (617)730-0442. 
Price  unknown. 

This  quarterly  newsletter  contains  information  of 
interest  to  professionals  who  focus  on  adolescent 
health  issues.  It  provides  coverage  of  lectures, 
updates,  and  articles  relating  to  the  Maternal  and 
Child  Health  Bureau  (MCHB)  Interdisciplinary 


Des  Moines,  lA:  Iowa  Department  of  Public 
Health,  1996.   132  pp. 

Contact:  Family  Services  Bureau,  Iowa 
Department  of  Public  Health.  321  East  12th  Street, 
Robert  Lucas  State  Office  Building.  3rd  Roor.  Des 
Moines.  lA  50319-0075. 

Telephone:  (515)281-5605.  Fax:  (515)242-6384. 
$10.00  prepaid. 

This  manual  is  intended  as  a  resource  for  health 
care  providers  and  others  who  work  with  Iowa's 
youth.  Its  objectives  are  to  increase  understanding 
of  the  range  of  normal  growth  and  development  and 
its  relationship  to  behavior  in  adolescence;  improve 
assessment,  communication,  and  understanding  of 
adolescents  and  their  families;  and  provide 
strategies  for  intervention  to  promote  the  health  of 
adolescents.  Topics  covered  include:  Stages  of 
adolescence,  legal  rights  of  adolescents,  general 


288 


Adolescent  Health  Report 


health  concerns,  guidelines  for  adolescent  health 
maintenance  examinations,  counseling, 
reproduction  (contraception)  issues,  sexually 
transmitted  diseases,  adolescent  substance  abuse 
disorders,  and  nutrition. 


LANGLYKKE  K,  AND  SHEAHAN  PM,  EDS. 

Building  partnerships  to  achieve 
adolescent  health:  MCHB  adolescent 
health  grantees  meeting — 1993 
proceedings 

Arlington,  VA:  National  Center  for  Education  in 
Maternal  and  Child  Health,  1995.  64  pp. 

Contact:  National  Maternal  and  Child  Health 
Clearinghouse,  2070  Chain  Bridge  Road,  Suite  450, 
Vienna,  VA  22201-2617. 

Telephone:  (703)821-8955.  Fax:  (703)821-2098. 
Single  copies  available  at  no  charge. 

These  proceedings  summarize  a  1993  conference 
for  the  recipients  of  grants  to  promote  adolescent 
health.  These  grants  were  funded  as  special 
projects  of  regional  and  national  significance 
(SPRANS),  administered  by  the  Maternal  and 
Child  Health  Bureau.  The  conference  focused  on 
the  potential  impact  of  health  care  reform  on  the 
delivery  of  health  care  programs  and  services  for 
adolescents.  The  proceedings  include  presentations 
on  national  trends  and  issues  and  on  the  impact  of 
reform  on  adolescent  health,  as  well  as  the  charge 
to  the  work  groups  on  using  collaboration  and 
coordination  to  achieve  desired  outcomes.  The 
publication  also  summarizes  the  work  group 
discussions  and  contains  the  work  group  summary 
and  closing  comments.  Appendices  include  the 
agenda,  participant  list,  and  materials  on 
community  coalition  building,  cultural  competence, 
and  desktop  computer  resources. 


Telephone:  (703)524-7802.  Fax:  (703)524-9335. 
Available  for  loan. 

This  catalog  presents  a  comprehensive  collection  of 
adolescent  health  materials  produced  by  the 
Maternal  and  Child  Health  Bureau  funded  special 
projects  of  regional  and  national  significance 
(SPRANS).  Included  are  listings  of  journal 
articles,  videotapes,  curriculum  materials,  and 
patient  education  materials  addressing  a  wide  range 
of  topics.  The  catalog  is  divided  into  two 
sections — materials  for  consumers  and  materials 
for  professionals. 


NATIONAL  CENTER  FOR  EDUCATION  IN 
MATERNAL  AND  CHILD  HEALTH 

Adolescent  health  technical  assistance 
and  training  resource  guide 

Arlington,  VA:  National  Center  for  Education  in 
Maternal  and  Child  Health,  1995.  75  pp. 

Contact:      National    Center   for   Education    in 
Maternal  and  Child  Health,  2000  15th  Street  North, 
Suite  701,  Arlington,  VA  22201-2617. 
Telephone:  (703)524-7802.  Fax:  (703)524-9335. 
Photocopy  available  at  no  charge. 

This  resource  guide  lists  projects  funded  by  the 
Maternal  and  Child  Health  Bureau  that  provide 
technical  assistance  and/or  training  to  help  States, 
communities,  and  individuals  improve  adolescent 
health  care.  For  each  project,  the  guide  gives 
information  on  its  mission,  goals  and  objectives, 
areas  of  technical  assistance  expertise,  audience  or 
clientele,  training,  and  fees. 


NATIONAL  CENTER  FOR  EDUCATION  IN 
MATERNAL  AND  CHILD  HEALTH 


NATIONAL  CENTER  FOR  EDUCATION  IN 
MATERNAL  AND  CHILD  HEALTH 

Adolescent  health:   Catalog  of  products 

Washington,  DC:  National  Center  for  Education  in 
Maternal  and  Child  Health,  1990.   153  pp. 

Contact:  Librarian,  National  Center  for  Education 
in  Maternal  and  Child  Health,  2000  15th  Street 
North,  Suite  701,  Arlington,  VA  22201-2617. 


MCH  program  interchange: 
adolescent  health 


Focus  on 


Arlington,  VA:    National  Center  for  Education  in 
Maternal  and  Child  Health,  1990-.  Irregular. 

Contact:   Librarian,  National  Center  for  Education 
in  Maternal  and  Child  Health,  2000  15th  Street 
North,  Suite  701,  Arlington,  VA  22201-2617. 
Telephone:  (703)524-7802.  Fax:  (703)524-9335. 
Photocopy  available  at  no  charge. 
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This  annotated  bibliography  lists  adolescent  health 
materials  produced  by  various  Stales  and  Federal 
agencies,  by  the  special  projects  of  regional  and 
national  significance  (SPRANS)  supported  by  the 
Maternal  and  Child  Health  Bureau,  and  by 
voluntary,  and  professional  organizations. 


NEW    YORK    ACADEMY    OF    MEDICINE, 
COMMITTEE  ON  PUBLIC  HEALTH 

Sjmiposinin  on  strengths  and  potentials 
of  adolescence:    Proceedings 


concerns.  Presentation  topics  included  an  overview 
of  the  law  with  respect  to  adolescent  health  and 
parental  consent  and  notification;  the  relationship 
between  the  family  and  the  health  care  system;  a 
parent's  personal  experience  with  Toughlove,  an 
international  self-help  organization  for  parents  of 
adolescents  who  have  behavioral  problems  or  who 
abuse  alcohol  and  other  drugs;  and  a  parent's 
personal  and  professional  experience  with  the 
Federation  of  Families  for  Children's  Mental 
Health.  The  Family  Impact  Seminars  were  funded 
by  the  Maternal  and  Child  Health  Bureau  and 
cosponsored  by  the  Coalition  of  Family 
Organizations. 


Reprinted  from  Bulletin  of  the  New  York  Academy 
of  Medicine.  67(6):  511-628.  November- 
December,  1991.    118  pp. 

Contact:  Committee  on  Public  Health,  New  York 
Academy  of  Medicine,  2  East  l()3rd  Street.  New 
York,  NY   10029. 

Telephone:  (212)  876-8200,  cxt.  252.  $15.00, 
includes  shipping  and  handling. 

This  publication  contains  the  proceedings  of  an 
invitational  conference  on  the  Strengths  and 
Potentials  on  Adolescence,  held  March  8,  1991 ;  the 
proceedings  originally  appeared  in  the  'Bulletin  of 
the  New  York  Academy  of  Medicine."  Topics 
covered  by  the  conference  included  health  policy 
initiatives  relating  to  adolescence,  promotion  of 
healthy  behavior  in  adolescence,  research  on 
adolescence,  attributes  of  successful  programs  for 
adolescents,  and  evaluation. 


UNIVERSITY  OF  MINNESOTA,  SCHOOL  OF 
NURSING 

Adolescent  nursing 

Minneapolis,  MN:  School  of  Nursing,  University 
of  Minnesota,  I994-.  Quarterly. 

Contact:   Graduate  Studies  in  Adolescent  Nursing. 
University   of  Minnesota,   6-101    HSU-F.   308 
Harvard  St.,  S.E.,  Minneapolis,  MN  55455. 
Telephone:  (612)624-3938.  Fax:  (612)626-2359. 
Price  unknown. 

This  newsletter  provides  information  about 
graduate  studies  in  the  adolescent  nursing  program 
and  reports  on  faculty  and  student  research  and 
clinical  activities  in  adolescent  health  at  the 
University  of  Minnesota  School  of  Nursing. 


OOMS  T,  OWEN  1 

Parents'  role  in  teenage  health 
problems:   Allies  or  adversaries? 

Washington,  DC:  Family  Impact  Seminar, 
American  Association  for  Marriage  and  Family 
Therapy,  Research  and  Education  Foundation, 
1990.  35  pp. 

Contact:  Family  Impact  Seminar,  American 
Association  for  Marriage  and  Family  Therapy, 
Research  and  Education  Foundation,  1100  17th 
Street,  Suite  901,  Washington.  DC  20036. 
Telephone:  (202)467-51^4.  $10.00  (shipping  and 
handling  included). 

This  report  summarizes  a  seminar  focusing  on  the 
parents'  role  in  helping  adolescents  with  their  health 


UNIVERSITY  OF  MINNESOTA,  UNIVERSITY 
OF  MINNESOTA  HOSPITAL  AND  CLINIC, 
DIVISION  OF  GENERAL  PEDIATRICS  AND 
ADOLESCENT  HEALTH 

University  of  Minnesota,  Division  of 
General  Pediatrics  and  Adolescent 
Health 

Minneapolis,  MN:  Division  of  General  Pediatrics 
and  Adolescent  Health,  University  of  Minnesota, 
ca.  1995.  8  pp. 

Contact:  Division  of  General  Pediatrics  and 
Adolescent  Health.  University  of  Minnesota.  Box 
721  -  UMHC.  420  Delaware  Street.  S.E., 
Minneapolis,  MN  55455. 
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Telephone:  (612)626-2820.  Fax:  (612)626-2134. 
Price  unknown. 

This  fact  sheet  describes  the  activities  of  the 
Division  of  General  Pediatrics  and  Adolescent 
Health  at  the  University  of  Minnesota  Hospital  and 
Clinic,  tracing  the  history  of  the  Division  and  its 


involvement  with  the  Maternal  and  Child  Health 
Bureau  (MCHB).  The  various  programs  and 
departments  within  the  Division  are  described,  and 
the  research,  training,  and  services  provided  by 
each  are  highlighted. 


DATA,  SURVEYS,  AND 
NEEDS  ASSESSMENT 


ANCELL  N,  PARKER  JN 

West  Virginia  adolescent  injury  profile 

Charleston,  WV:  Adolescent  Health  Initiative, 
West  Virginia  Department  of  Health  and  Human 
Resources,  1996.  84  pp. 

Contact:  Adolescent  Health  Initiative,  Office  of 
Maternal  and  Child  Health,  Bureau  of  Public 
Health,  West  Virginia  Department  of  Health  and 
Human  Resources,  1411  Virginia  Street  East, 
Charleston,  WV  25301. 

Telephone:  (304)  558-5388  or  toll-free  in  West 
Virginia:  (800)  642-8522.  Fax:  (304)  558-2183. 
Available  at  no  charge. 

This  report  presents  data  on  the  incidence  of 
injuries  to  adolescents  ages  10-17  living  in  West 
Virginia.  It  presents  data  on  these  topics:  Injury 
and  death,  motor  vehicle  injuries,  firearm  deaths, 
suicide,  drowning,  homicide,  fire/burn  deaths,  and 
sports  injuries.  Appendices  include  descriptive 
materials  on  the  State's  injury  prevention  efforts,  as 
well  as  resource  materials. 


Contact:  Office  of  Women's  and  Children's  Health, 
Arizona  Department  of  Health  Services,  1740  West 
Adams  Street,  Phoenix,  AZ  85007. 
Telephone:  (602)  220-6550.  Price  unknown. 

This  report  identifies  the  developmental  and 
physical  characteristics  related  to  adolescents  ages 
10-19  and  correlates  these  characteristics  with  the 
health  status  of  youth  in  Arizona.  The  report  is 
based  on  the  objectives  included  in  "Healthy  People 
2000"  and,  for  each  area  of  concern,  compares  the 
status  of  adolescents  in  the  Nation  to  that  of 
adolescents  in  the  State  of  Arizona.  The  report 
contains  an  overview,  considers  general  physical 
health,  and  presents  information  on  the  following 
topics:  Vision,  hearing,  immunizations,  oral  health, 
physical  activity  and  fitness,  alcohol  and  other  drug 
use  and  abuse,  adolescent  sexuality,  unintentional 
injuries,  violence,  runaway  and  homeless 
adolescents,  and  incarcerated  adolescents.  The 
report  also  includes  recommendations  for  meeting 
the  future  health  needs  of  the  State's  adolescents. 
The  appendix  includes  a  listing  of  organizations 
and  State  agencies  providing  services  to 
adolescents. 


ARIZONA 
COALITION 


ADOLESCENT       HEALTH 


Status  of  adolescent  health  in  Arizona: 
A  report  of  the  Arizona  Adolescent 
Health  Coalition 

Phoenix,  AZ:  Office  of  Women's  and  Children'is 
Health,  Arizona  Department  of  Health  Services, 
1994.  174  pp. 


ARIZONA  DEPARTMENT  OF  HEALTH 
SERVICES,  OFFICE  OF  WOMEN'S  AND 
CHILDREN'S  HEALTH 

The  final  report  for  the  Adolescent 
Health  Risk  Appraisal  Project 

Phoenix,  AZ:  Office  of  Women's  and  Children's 
Health,  Arizona  Department  of  Health  Services, 
1993.  96  pp. 
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Contact:  Office  of  Women's  and  Children's  Health, 
Arizona  Department  of  Health  Services,  1740  West 
Adams  Street,  Phoenix,  AZ  85007. 
Telephone:  (602)  220-6550. 

This  report  is  a  compilation  of  the  self-reported 
responses  to  the  Wellness  for  Teens  Questionnaire 
by  eighth  and  ninth  grade  students  throughout 
Arizona.  The  Adolescent  Health  Risk  Appraisal 
Project  (AHRA)  was  created  to  gather  information 
to  improve  adolescent  health  by  assessing 
adolescents'  current  health  status  and  risk-taking 
behavior  and  to  determine  risk  areas  that  need  more 
attention.  Areas  of  greatest  concentration  in  the 
Risk  Appraisal  focused  on  diet  and  nutrition, 
physical  fitness,  family  history  of  disease,  traffic 
safety,  dental  health,  smoking,  alcohol  and  other 
drugs,  cancer  screening  for  females,  immunization 
status,  stress,  and  sexuality. 


BEUHRING  T,  RESNICK  MD.  RESNIKOFF  B. 
FITZGERALD  V 

State  of  Hawaii  1994  teen  health  risk 
survey 

Minneapolis,  MN:  National  Adolescent  Health 
Resource  Center,  University  of  Minnesota,  1994. 
35  pp. 

Contact:  National  Adolescent  Health  Resource 
Center,  Division  of  General  Pediatrics  and 
Adolescent  Health,  University  of  Minnesota,  205 
UTEC  Building.  1313  Fifth  Street  Southeast, 
Minneapolis,  MN  55414. 

Telephone:  (612)626-2134.  Fax:  (612)627-4487. 
Price  unknown. 

This  statistical  summary  presents  the  results  of  a 
1994  survey  of  adolescents  concerning  their 
behavior  and  its  potential  health  risks,  need  for 
health  services,  and  attitudes  about  school-based 
health  services.  Prepared  for  the  Hawaii 
Department  of  Health,  the  report  contains  an 
executive  summary;  description  of  the 
methodology:  findings  on  adolescents'  responses 
concerning  violent  behavior,  alcohol  and  other  drug 
abuse,  sexual  behavior,  depression  and  suicide,  and 
body  image  and  dieting;  and  recommendations  for 
developing  appropriate  public  health  policies.  The 
report  includes  A  section  on  the  relationship 
between  adolescents'  risk-taking  behavior  and  their 
needs  for  health  services  is  also  presented. 


BLUMR 

The  state  of  adolescent  health  in 
Alaska 

Minneapolis,  MN:  Adolescent  Health  Program. 
University  of  Minnesota,  1990.  48  pp. 

Contact:  Adolescent  Health  Program,  University  of 
Minnesota,  Box  721-UMHC,  Harvard  Street  at  East 
River  Road,  Minneapolis,  MN  55455. 
Telephone:  (612)626-2820.  Price  unknown. 

This  report  presents  the  results  of  the  1988-89 
Alaska  Adolescent  Health  Survey  to  collect 
comprehensive  information  from  more  than  5,000 
Alaskan  youth  in  grades  7-12  in  the  public  school 
system.  The  report  presents  the  survey  findings, 
including  information  on  student  and  family 
characteristics,  academic  performance  and 
attitudes,  physical  health  and  well-being,  emotional 
health,  vehicle-related  and  other  injury-related 
risks,  antisocial  activities,  sexual  relationships,  and 
alcohol  and  other  drug  use  and  abuse.  The  survey 
was  commissioned  by  the  Alaska  State  Department 
of  Health  and  Social  Services  and  the  Alaska  Area 
Native  Health  Services.  The  Adolescent  Health 
Program  at  the  University  of  Minnesota  contributed 
technical  assistance  through  planning, 
implementation,  data  analysis,  and  reporting  of 
survey  results. 


BUDETTI  P.  ROSENBAUM  S.  FEINSON  C, 
GREEN  HL,  JR  ,  WILENSKY  S 

Key  health  measures  for  American 
children 

Washington  DC:  Center  for  Health  Policy 
Research.  George  Washington  University,  1992. 

57  pp. 

Contact:     Center  for  Health  Policy   Research, 
George  Washington  University,  2021   K  Street, 
N.W.,  Suite  800,  Washington,  DC  20052. 
Telephone:  (202)296-6922.  Fax:  (202)296-0025. 
Available  at  no  charge. 

This  report  was  developed  for  people  working  in 
organizations  that  provide  grant  money  for  health 
care  projects.  It  provides  an  overview  of  the  living 
conditions  of  U.S.  children  and  adolescents,  their 
health  status,  and  their  access  to  health  care.  The 
report  combines  data  from  government  publications 
and  outside  sources,  and  analyzes  the  following 
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topics  in  detail:  Income,  demographics,  and  family 
living  arrangements;  health  status;  insurance 
coverage;  and  access  to  health  services.  The 
primary  findings  on  each  of  these  topics  are 
summarized  and  supported  by  detailed  statistical 
data.  Sources  used  in  preparing  the  report  are 
included. 


COALITION  FOR  HEALTHY  ALABAMA 
ADOLESCENTS  2000 

Alabama  adolescents:  How  healthy  are 
they? 

Montgomery,  AL:  Coalition  for  Healthy  Alabama 
Adolescents  2000,  1993.  45  pp. 

Contact:  Coalition  for  Healthy  Alabama 
Adolescents  2000,  434  Monroe  Street, 
Montgomery,  AL  36130. 

Telephone:  (205)  242-5760.  Single  copies 
available  at  no  charge. 

This  report  provides  data  on  the  major  health  issues 
facing  adolescents  in  Alabama.  The  producers  of 
the  report,  the  Coalition  for  Healthy  Alabama 
Adolescents  2000,  compiled  statistics  on  Alabama 
adolescents  from  Federal  and  State  sources.  Data 
are  divided  into  nine  categories:  Mortality; 
pregnancy;  substance  use  and  abuse;  chronic 
diseases;  infectious  diseases;  nutrition  and  fitness; 
mental  health  and  violence;  health  care  finance;  and 
juvenile  justice.  The  Coalition's  recommendations, 
objectives,  and  membership  list  are  included. 


COLORADO  DEPARTMENT  OF  HEALTH, 
ADVISORY  COUNCIL  ON  ADOLESCENT 
HEALTH 

Adolescent  health  in  Colorado:  Status, 
implications  and  strategies  for  action 

Denver,  CO:  Advisory  Council  on  Adolescent 
Health,  Colorado  Department  of  Health,  1982-. 
Irregular. 

Contact:   Librarian,  National  Center  for  Education 
in  Maternal  and  Child  Health,  2000  15th  Street 
North,  Suite  701,  Arlington,  VA  22201-2617. 
Telephone:  (703)524-7802.  Fax:  (703)524-9335. 
Available  for  loan. 


This  report  presents  data  on  the  health  status  of 
adolescents  in  Colorado  and  examines  the  major 
problems  and  strategies  for  prevention  and 
intervention.  The  major  problem  areas  in  Colorado 
are  mental  health,  adolescent  pregnancy,  alcohol 
and  other  drug  abuse,  injuries,  smoking,  violence, 
sexually  transmitted  diseases,  lack  of  physical 
fitness,  and  nutritional  problems.  This  report  has 
been  updated  by  "Adolescent  Health  in  Colorado: 
Update,  1990." 


FLEMING  M 

Healthy  Youth  2000:  A  mid-decade 
review 

Chicago,  IL:  American  Medical  Association,  1996. 
49  pp. 

Contact:      Department   of  Adolescent   Health, 
American  Medical  Association,  515  North  State 
Street,  Chicago,  IL  60610. 
Telephone:  (312)464-5570.  Price  unknown. 

This  report  presents  data  on  the  adolescent 
components  of  the  "Healthy  People  2000" 
objectives  covering  the  years  1987-93,  and 
includes  interviews  with  experts  who  discuss  what 
progress  is  being  made  toward  meeting  the 
objectives,  why  they  are  not  being  met,  and  what 
recommendations  are  proposed  to  achieve  them. 
Subjects  covered  are  physical  activity  and  fitness, 
nutrition,  tobacco,  alcohol  and  other  drugs,  family 
planning,  mental  health  and  mental  disorders, 
violent  and  abusive  behavior,  unintentional  injuries, 
sexually  transmitted  diseases,  and  clinical 
preventive  services. 


GOULD  JB,  ED. 

Quantitative     problem     solving     in 
maternal,  child,  and  adolescent  health 

Oakland,  CA:    Third  Party  Publishing  Company, 
1994.  205  pp. 

Contact:    Third  Party  Publishing  Company,  P.O. 

Box    13306,   Montclair  Station,   Oakland,   CA 

94661-0306. 

Telephone:  (510)339-2323.  Fax:  (510)339-6729. 

$19.95,  includes  shipping  and  handling. 
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This  book  contains  papers  presented  at  an  institute 
held  in  San  Diego,  California,  November  18-19, 
1992.  Developed  for  administrators  of  county 
maternal,  child,  and  adolescent  health  services,  the 
institute  focused  on  using  quantitative  problem- 
solving  techniques  to  enhance  the  capacity  for 
conducting  community  needs  assessments.  Topics 
covered  by  the  institute  include  data  analysis, 
converting  data  into  effective  policy,  understanding 
the  importance  of  data  in  driving  public  health 
policy,  using  vital  statistics,  using  injury 
surveillance  in  problem  solving,  planning  effective 
data  strategies,  and  identifying  methods  that 
counties  can  use  to  carry  out  community  health 
assessments. 


HAWAII  DEPARTMENT  OF  HEALTH, 
FAMILY  HEALTH  SERVICES  DIVISION. 
MATERNAL  AND  CHILD  HEALTH  BRANCH, 
ADOLESCENT  HEALTH  NETWORK 

Adolescent  health  in  Hawaii:  The 
Adolescent  Health  Networks  teen 
health  advisor  report 

Honolulu,  HI:  Maternal  and  Child  Health  Branch, 
Hawaii  Department  of  Health.  1991.  44  pp. 

Contact:      Maternal   and  Child   Health   Branch. 
Hawaii   Department   of  Health,   741 -A   Sunset 
Avenue,  Honolulu,  HI  96816. 
Telephone:  (808)  735-3056.  Price  unknown. 

This  report  presents  the  results  of  the  Hawaii 
Adolescent  Health  Network  survey  on  adolescent 
health  risk  behaviors,  completed  by  1,335  10th 
grade  students  in  6  public  schools  on  Oahu.  The 
survey  addressed  causes  of  health  problems  in 
adolescents,  including  the  socioeconomic, 
environmental,  and  behavioral  causes  of  disease. 
Topics  include  health  care  access,  sexual  behavior 
and  orientation,  physical  exercise,  mental  health, 
risk-taking  behaviors,  school  performance, 
violence,  alcohol  and  other  drug  use,  and  self- 
esteem.  Selected  comparisons  were  made  between 
State  and  national  surveys. 


HOLT  KA,  ED. 

Needs  assessment  and  beyond:  1991 
State  Adolescent  Health  Coordinators 
Conference  proceedings 

Washington.  DC:  National  Center  for  Education  in 
Maternal  and  Child  Health,  1991.  56  pp. 

Contact:  National  Maternal  and  Child  Health 
Clearinghouse,  2070  Cham  Bridge  Road.  Suite  450, 
Vienna,  VA  22182-2536. 

Telephone:  (703)821-8955.  Fax:  (703)821-2098. 
Available  at  no  charge. 

The  proceedings  of  the  1991  State  Adolescent 
Health  Coordinators  Conference  include  workshop 
summaries,  presentations,  the  agenda,  and  the 
participants  list.  The  conference  objectives  were  to 
( 1 )  enable  participants  to  identify  data  sources  and 
health  status  indicators  related  to  adolescent  health 
problems;  (2)  use  demographic  information  in 
needs  assessment  and  program  planning;  (3)  apply 
instruments  available  to  assist  in  needs  assessment; 
(4)  use  needs  assessment  for  program  development, 
advocacy,  and  evaluation;  and  (5)  use  Maternal  and 
Child  Health  Block  Grant  application  requirements 
as  a  tool  to  increase  State  support  for  adolescent 
health  issues. 


IRWIN  CE.  JR..  BRINDIS  CD.  BRODT,  SE. 
BENNETT  TA.  RODRIGUEZ  RQ 

The  health  of  America's  youth:  Current 
trends  in  health  status  and  utilization 
of  health  services 

San  Francisco,  CA:  University  of  California  at  San 
Francisco,  1991.  553  pp. 

Contact:   Librarian,  National  Center  for  Education 
in  Maternal  and  Child  Health.  2000  15th  Street 
North,  Suite  701,  Arlington,  VA  22201-2617. 
Telephone:  (703)524-7802.  Fax:  (703)524-9335. 
Available  for  loan. 

This  report  combines  existing  data  sets  to  highlight 
adolescent  health  status  and  utilization  of  health 
services,  projecting  to  the  year  2000.  Chapter 
topics  include  sociodemographic  data,  mortality 
and  morbidity  patterns,  alcohol  and  other  drug 
abuse  patterns,  reproductive  health,  and  health  care 
utilization. 
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KANSAS  ADOLESCENT  HEALTH  ALLIANCE 

Kansas  adolescent  health  =  Adolescent 
health  Kansas  profile 

[Topeka,  KS]:  Kansas  Department  of  Health  and 
Environment,  1995.  72  pp. 

Contact:      Kansas   Department   of  Health   and 
Environment,  Landon  State  Office  Building,  900 
S.W.  Jackson  Street,  Topeka,  KS  66612-1290. 
Telephone:  (800)  332-6262.  Price  unknown. 

This  statistical  summary  provides  a  profile  of  the 
health  of  Kansas'  children  and  adolescents  ages  10- 
19;  it  is  an  educational  tool  designed  to  be  used  in 
health  promotion  activities  in  the  State.  The 
summary  provides  information  on  the  health  status 
of  this  group  and  on  their  risk-taking  behavior.  For 
each  topic  profiled,  the  summary  provides 
background  information,  reviews  national  trends, 
presents  data  from  Kansas,  discusses  the 
implications,  and  includes  policy  recommendations. 
Topics  covered  include  unintentional  injuries, 
violence,  substance  abuse,  teen  pregnancy,  sexually 
transmitted  diseases  and  HIV,  mental  health,  fitness 
and  nutrition,  and  special  populations. 


MASSACHUSETTS  DEPARTMENT  OF  PUBLIC 
HEALTH,  BUREAU  OF  FAMILY  AND 
COMMUNITY  HEALTH,  MODEL  SCHOOL 
HEALTH  INFORMATION  PROJECT 

Model  School  Health  Information 
System  Project 

Boston,  MA:  Model  School  Health  Information 
Project,  Massachusetts  Department  of  Public 
Health,  1993.  2  pp. 

Contact:  Model  School  Health  Information  Project 
-  School  Health  Unit,  Massachusetts  Department  of 
Public  Health,  250  Washington  Street,  2nd  Floor, 
Boston,  MA  02108. 

Telephone:  (617)624-5070.  Fax:  (617)624-6062. 
Available  at  no  charge. 

This  brochure  describes  the  Model  School  Health 
Information  System  Project  to  develop  a  national 
prototype  health  information  system  for 
standardizing  the  collection  and  reporting  of  health 
status  indicator  data  on  children  and  adolescents 
enrolled  in  school.  The  project  is  a  collaborative 
effort  of  the  Massachusetts  Department  of  Public 
Health,    the    Massachusetts    Health    Research 


Institute,  and  Departments  of  Health  and  Human 
Services  and  Departments  of  Education  in  the  New 
England  States. 


MILLER  N,  GOLD  M 

Adolescent  health  in  Hawaii:  Directory 
of  data  sources 

Honolulu,  HI:  Maternal  and  Child  Health  Branch, 
Hawaii  Department  of  Health,  n.d..  50  pp. 

Contact:      Maternal  and  Child  Health  Branch, 
Hawaii   Department   of  Health,   741-A   Sunset 
Avenue,  Honolulu,  HI  96816. 
Telephone:  (808)  735-3056.  Price  unknown. 

This  directory  provides  a  descriptive  overview  of 
the  data  sources  available  in  adolescent  health 
throughout  the  State  of  Hawaii.  Funded  by  Title  V, 
this  Hawaii  initiative  is  intended  for  use  in 
planning,  resource  allocation,  and  monitoring  of 
programs  and  policies.  The  directory  presents 
abstracts  for  45  data  bases  maintained  by  27  private 
and  State  agencies  and  organized  in  the  following 
categories:  (1)  Population  characteristics  and/or 
socioeconomics  status;  (2)  health  care  access;  (3) 
pregnancies,  births,  and  infant  health;  (4) 
morbidity;  (5)  injury,  abuse,  and  maltreatment;  (6) 
mortality;  (7)  criminal  activity;  and  (8)  children 
with  special  needs.  Agency  and  subject  indexes  are 
also  provided. 


MISSOURI  DEPARTMENT  OF  HEALTH, 
DIVISION  OF  MATERNAL,  CHILD  AND 
FAMILY  HEALTH 

Adolescent  health  status  report: 
Missouri  1996 — Missouri  Adolescents: 
How  healthy  are  they? 

Jefferson  City,  MO:  Division  of  Maternal,  Child 
and  Family  Health,  Missouri  Department  of  Health, 
1996.  ca.  100  pp. 

Contact:    Division  of  Maternal,  Child  and  Family 
Health,  Missouri  Department  of  Health,  P.O.  Box 
570,  Jefferson  City,  MO  65102-0570. 
Telephone:  (573)751-6215.  Fax:  (573)526-5348. 
Available  at  no  charge. 

This  report  incorporates  data  derived  from  the  1995 
Youth    Risk    Behavior    Survey,    which    was 
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voluntarily  completed  by  4,900  Missouri  public 
high  school  students  in  order  to  determine  the  status 
of  their  health.  The  report  includes  an  executive 
summary,  provides  an  overview  of  the  study,  and 
assesses  the  risk-taking  behavior  of  the  students. 
Also  included  are  fact  sheets  on  unintentional 
injuries,  violence,  chronic  illness  and  disability, 
tobacco  use,  alcohol  and  other  drug  abuse, 
adolescent  pregnancy,  HIV  and  sexually 
transmitted  diseases,  mental  health  and  intentional 
injuries,  dental  health,  fitness  and  nutrition, 
juvenile  justice,  education  and  employment,  and 
access  to  health  care.  The  report  also  recommends 
a  plan  of  action  for  future  health  promotion 
activities  and  health  services. 


NATIONAL      ADOLESCENT 
RESOURCE  CENTER 


HEALTH 


NATIONAL  ADOLESCENT  HEALTH 
RESOURCE  CENTER 

Parent  perspectives:  Findings  from  a 
survey  of  parents  in  Hennepin  County 
relating  to  reducing  alcohol,  tobacco 
and  other  drug  use  problems  among 
youth 

Minneapolis,  MN:  National  Adolescent  Health 
Resource  Center,  University  of  Minnesota,  1992. 
ca.  150  pp. 

Contact:  National  Adolescent  Health  Resource 
Center,  Division  of  General  Pediatrics  and 
Adolescent  Health,  University  of  Minnesota,  205 
UTEC  Buildmg,  1313  Fifth  Street  Southeast, 
Minneapolis,  MN  55414. 

Telephone:  (612)626-2134.  Fax:  (612)627-4488. 
Price  unknown. 


Conducting  an  adolescent  health 
survey 

Minneapolis.  MN:  National  Adolescent  Health 
Resource  Center,  University  of  Minnesota,  n.d..  31 
pp. 

Contact:     National  Adolescent  Health  Resource 
Center,  University  of  Minnesota,  1313  Fifth  Street, 
S.E.,  Suite  205,  Minneapolis.  MN  55414. 
Telephone:   (612)626-2134.   Fax:   612-627-4488. 
Price  unknown. 

This  manual  outlines,  step-by-step,  the  process  for 
conducting  an  adolescent  health  survey  and 
describes  why  it  is  important  to  document 
adolescent  health  needs.  The  manual  includes 
information  on  methodological  issues,  target 
population  and  sample  design,  administrative 
issues,  steps  to  get  started,  assessment  of  feasibility, 
and  more.  Information  on  the  services  and 
resources  of  the  National  Adolescent  Health 
Resource  Center  is  also  provided. 


This  report  presents  the  statistical  results  of  a  1991 
survey  of  parents,  and  was  prepared  for  the 
Community  Prevention  Coalition  of  Hennepin 
County.  Minnesota.  The  survey  focused  on 
adolescents'  use  of  alcohol,  tobacco,  and  other 
substances  and  on  ways  to  reduce  or  prevent  their 
use  of  these  substances.  Questions  covered  topics 
such  as  community  needs,  prevalence  of  alcohol 
and  other  drug  use,  public  perception  and  practice, 
media  coverage,  public  opinion,  risk  factors,  and 
public  policies  and  programs.  The  report  includes 
an  executive  summary,  describes  the  study  and  its 
methodology,  and  presents  and  discusses  the 
findings.  Appendices  include  samples  of  the 
survey  instruments  and  present  the  survey 
responses  according  to  family  characteristics, 
economic  characteristics,  geographic  areas,  and 
household  chemical  use  patterns.  The  related 
report  "Voices  for  Change"  presents  the  results  of  a 
survey  of  community  opinion  leaders  on  this 
subject. 


NATIONAL       ADOLESCENT 
RESOURCE  CENTER 


HEALTH 


Voices  for  change:  Findings  from  a 
survey  of  community  opinion  leaders  in 
Hennepin  County  relating  to  reducing 
alcohol,  tobacco  and  other  drug  use 
problems  among  youth 

Minneapolis.  MN:  National  Adolescent  Health 
Resource  Center,  University  of  Minnesota.  1992. 
167  pp. 
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Contact:  National  Adolescent  Health  Resource 
Center,  Division  of  General  Pediatrics  and 
Adolescent  Health,  University  of  Minnesota,  205 
UTEC  Building,  1313  Fifth  Street  Southeast, 
Minneapolis,  MN  55414. 

Telephone:  (612)626-2134.  Fax:  (612)627-4488. 
Price  unknown. 


NEW  HAMPSHIRE  DEPARTMENT  OF 
HEALTH  AND  HUMAN  SERVICES,  DIVISION 
OF  PUBLIC  HEALTH  SERVICES 

NH  Adolescent  Health  Task  Force 
report 


This  report  presents  the  statistical  results  of  a  1991 
survey  prepared  for  the  Community  Prevention 
Coalition  of  Hennepin  County,  Minnesota. 
Community  leaders  were  surveyed  about 
adolescents'  use  of  alcohol,  tobacco,  and  other 
substances  and  about  reduction  and  prevention 
efforts.  Questions  covered  topics  such  as 
community  needs,  prevalence  of  alcohol  and  other 
drug  use,  public  perception  and  practice,  media 
coverage,  public  opinion,  risk  factors,  and  public 
policies  and  programs.  The  report  describes  the 
methodology,  and  summarizes  and  discusses  the 
findings.  Appendices  present  the  responses  of  the 
survey  group  and  samples  of  the  survey 
instruments.  The  related  report  "Parent 
Perspectives"  presents  the  results  of  a  survey  of 
parents  on  this  subject. 


NATIONAL  CENTER  FOR  EDUCATION  IN 
MATERNAL  AND  CHILD  HEALTH 

The  health  of  America's  youth 

Washington,  DC:  Maternal  and  Child  Health 
Bureau,  U.S.  Department  of  Health  and  Human 
Services  in  conjunction  with  the  National  Center 
for  Education  in  Maternal  and  Child  Health,  1990. 
37  pp. 

Contact:  National  Maternal  and  Child  Health 
Clearinghouse,  2070  Chain  Bridge  Road,  Suite  450, 
Vienna,  VA  22182-2536. 

Telephone:  (703)821-8955.  Fax:  (703)821-2098. 
Available  at  no  charge. 

This  brochure  provides  an  overview  of  current 
adolescent  health  statistics  and  trends.  The  content 
includes  characteristics  of  the  adolescent 
population  and  indicators  regarding  adolescent 
health  status  and  health  service  utilization.  Adapted 
from  a  more  comprehensive  chart  book  developed 
by  the  Division  of  Adolescent  Medicine  at  the 
University  of  California  at  San  Francisco,  the 
information  is  presented  as  short  narratives  with 
tables;  data  are  presented  according  to  age,  sex,  and 
ethnicity. 


Concord,  NH:  New  Hampshire  Department  of 
Health  and  Human  Services,  1994.  123  pp. 

Contact:     Department  of  Maternal   and  Child 

Health,  Division  of  Public  Health  Services,  New 

Hampshire  Department  of  Health  and  Human 

Services,  6  Hazen  Drive,  Concord,  NH    03301- 

6527. 

Telephone:     (603)  271-4517.     Available  at  no 

charge. 

This  report  synthesizes  the  results  of  a  study  of 
adolescent  health  in  the  State  of  New  Hampshire. 
The  project's  task  force  is  divided  into  four 
subcommittees:  General  physical  health, 
intentional  and  unintentional  injury,  reproductive 
and  sexual  health,  and  substance  use  and  mental 
health.  The  report  is  divided  into  equivalent 
sections  in  addition  to  a  brief  section  on  adolescent 
development.  Introducing  each  section  are  the 
adolescent  health  objectives  for  New  Hampshire, 
based  on  the  national  "Healthy  Youth  2000" 
objectives.  Each  section  contains  selections  of 
State  and  Federal  programs  for  adolescents. 
Programs  are  divided  according  to  four  categories: 
Early  childhood  and  family,  school-based, 
community-based,  and  State-based.  Bibliographies 
and  data  sources  are  included  in  each  section. 


PARKER  JN,  BAKER  R,  HEITMEYER  M, 
MATICS  J,  SAUNDERS  C,  ARNOLD  M, 
THOENEN  E 

Adolescent  health  profile 

Charleston,  WV:  Adolescent  Health  Initiative, 
West  Virginia  Department  of  Health  and  Human 
Resources,  1994.  74  pp. 

Contact:      Adolescent  Health   Initiative,   West 

Virginia    Department    of   Health    and    Human 

Resources,  1411  Virginia  Street,  East,  Charleston, 

WV  25301-3013. 

Telephone:   (304)  558-  3071  or  (800)  642-8522  or 

(800)  642-9704.     Fax:     (304)  558-2866.     Price 

unknown. 
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This  report  provides  a  profile  of  adolescent  health 
in  West  Virginia.  The  information  was  compiled  to 
develop  health  care  and  preventive  education 
programs  and  to  generate  dialog  with  health  care 
providers,  teachers,  parents,  and  government 
officials.  The  report  presents  data  on  children  and 
youth  ages  10-17  in  the  following  areas:  Injuries 
(including  mortalities),  diseases,  sexually 
transmitted  diseases  and  AIDS,  reproductive  health, 
alcohol  and  other  drug  abuse,  tobacco  use,  nutrition 
and  fitness,  mental  health,  health  care  financing, 
juvenile  justice,  education  and  employment,  and 
dental  health.  The  report  contains  a  bibliography 
and  lists  State  and  national  toll-free  numbers  for 
groups  that  address  health  issues. 


RESNICK    MD,    BLUM    RW.    HARRIS    L, 
BENNETT  S 


Conducting     an     adolescent 
survey:    Why  and  how 


health 


Minneapolis,  MN:  National  Adolescent  Health 
Resource  Center,  University  of  Minnesota,  n.d..  31 
pp. 

Contact:     National  Adolescent  Health  Resource 
Center,  University  of  Minnesota,  1.^13  Fifth  Street, 
S.E.,  Suite  205,  Minneapolis,  MN  55414. 
Telephone:   (612)626-2134.   Fax:   612-627-4488. 
Price  unknown. 


RESNICK  MD,  BLUM  RW.  HARRIS  L, 
BENNETT,  S. 

Conducting  an  adolescent  health 
community  needs  assessment 

Minneapolis,  MN:  National  Adolescent  Health 
Resource  Center,  University  of  Minnesota,  n.d.  23 
pp. 

Contact:     National  Adolescent  Health  Resource 
Center,  University  of  Minnesota,  I3I3  Fifth  Street, 
S.E.,  Suite  205,  Minneapolis,  MN  55414. 
Telephone:  (612)626-2134.  Fax:  (612)627-4488. 
Price  unknown. 

This  manual  explains  why  systematic  needs 
assessments  are  necessary  in  determining  the  health 
status  of  adolescents,  and  outlines  the  components 
of  a  needs  assessment,  the  general  process  of 
conducting  each  component,  ideas  for 
disseminating  the  results,  and  an  overview  of  the 
services  provided  by  the  National  Adolescent 
Health  Resource  Center.  The  manual  provides 
recommendations  for  starting  the  planning  process 
for  a  needs  assessment,  including  specific  types  of 
information  sources  available  (e.g..  Adolescent 
Health  Survey,  community-based  adolescent- 
focused  needs  assessment,  and  compilation  of 
comparative  data). 


This  manual  outlines,  step-by-step,  the  process  of 
conducting  an  adolescent  health  survey  and 
describes  why  it  is  important  to  document 
adolescent  health  needs.  The  manual  includes 
information  on  methodological  issues,  target 
population  and  sample  design,  administrative 
issues,  ways  to  get  started,  assessment  of 
feasibility,  and  more.  Information  on  the  services 
and  resources  of  the  National  Adolescent  Health 
Resource  Center  is  also  provided. 


SIMKIN  L,  BUBB  S,  NOVAL  L,  MEDVESKY  M 

Maternal,  child  and  adolescent  health 
profile:    New  York  State 

Albany.  NY:  Welfare  Research,  New  York  State 
Council  on  Children  and  Families,  and  New  York 
State  Department  of  Health,  1 987-.  Annual. 

Contact:    Bureau  of  Child  and  Adolescent  Health, 

New  York  Slate  Department  of  Health,  Corning 

Tower,  7th  Floor,  Empire  State  Plaza,  Albany.  NY 

12237-0618. 

Telephone:     (518)  473-7922.     Available  at  no 

charge. 

These  annual  reports  combine  existing  data  from 
multiple  sources  to  provide  a  comprehensive 
overview  of  infant,  child,  and  adolescent  health  in 
New  York  State.  Where  possible,  adolescent  data 
are  presented  by  age  group  (ages  10-14  and  15- 
19).  Specific  topics  include  population 
characteristics,  socioeconomic  status,  program 
participation,  health  care  access,  pregnancy,  birth 
and  infant  health,  morbidity,  children  with  special 
needs,  injury,  abuse  and  maltreatment,  and 
mortality.  The  profile  is  designed  for  State  and 
county  professionals  who  need  to  look  at  the  broad 
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range  of  often-interrelated  health  indicators  for 
planning,  policymaking,  monitoring,  and  public 
education.  (Prior  to  the  1988  edition,  the  title  of 
this  publication  was  "Child  and  Adolescent  Health 
Profile.") 


correlating  data  sources  and  their  potential 
application  to  health  status  measurements,  and 
information  on  the  advantages  and  disadvantages  of 
using  specific  data  sources. 


STROBING  DM 

Child  health  needs  assessment:  A 
review  of  data  sources  to  measure  child 
health  status 

Baltimore,  MD:  Child  and  Adolescent  Health 
Policy  Center,  Johns  Hopkins  University,  1995.  22 
pp. 

Contact:  National  Maternal  and  Child  Health 
Clearinghouse,  2070  Chain  Bridge  Road,  Suite  450, 
Vienna,  VA  22182-2536. 

Telephone:  (703)821-8955.  Fax:  (703)821-2098. 
Available  at  no  charge. 

This  report  analyzes  current  methods  used  by  State 
maternal  and  child  health  programs  in  ascertaining 
the  health  status  of  children,  adolescents,  and  their 
families.  It  notes  certain  inadequacies  in  these 
techniques  and  indicates  additional  data  sources 
that  could  generate  more  accurate  information  on 
children's  and  adolescents'  health  status.  The  report 
also  suggests  ways  to  establish  priorities  for 
collecting    data.       Appendices    include    tables 


UNIVERSITY  OF  CALIFORNIA  AT  SAN 
FRANCISCO,  NATIONAL  ADOLESCENT 
HEALTH  INFORMATION  CENTER 

[Fact  sheets  on  adolescents] 

San  Francisco,  CA:  National  Adolescent  Health 
Information  Center,  University  of  California  at  San 
Francisco,  1994-1995.  6  items. 

Contact:    National  Adolescent  Health  Information 

Center,  University  of  California  at  San  Francisco, 

1388  Sutter  Street,  6th  Floor,  San  Francisco,  CA 

94109. 

Telephone:      (415)   476-5254.      Single   copies 

available  at  no  charge;  $0.50  each  for  multiple 

copies. 

These  fact  sheets  contain  text  and  graphic 
presentations  on  various  aspects  of  adolescent 
health.  Topics  include  adolescent  demographics, 
injury,  mortality,  homicide,  suicide,  substance 
abuse,  investing  in  preventive  health  services  for 
adolescents,  and  effective  adolescent  pregnancy 
prevention  strategies.  Each  fact  sheet  cites  the 
sources  used  in  preparing  the  information. 


HEALTH  OF  MINORITY  YOUTH 


ABRAMCZYK  LW,  ROSS  JW,  EDS. 

Nurturing  the  Black  Adolescent  Male  in 
the  Family  Context:  A  Public  Health 
Responsibility 

Columbia,  SC:  College  of  Social  Work,  University 
of  South  Carolina,  1992.  59  pp. 

Contact:    College  of  Social  Work,  University  of 
South  Carolina,  Columbia,  SC  29208. 
Telephone:  (803)777-7814.  Fax:  (703)777-3498. 
$5.00. 

This  document  presents  the  proceedings  of  the 
March   1991    symposium.  Nurturing  the  Black 


Adolescent  Male  in  the  Family  Context:  A  Public 
Health  Responsibility.  The  purpose  and  goals  of 
the  symposium,  sponsored  by  the  Maternal  and 
Child  Health  Bureau  (MCHB),  were  to  (1)  facilitate 
sharing  of  information  among  an  interdisciplinary 
group  of  professionals,  (2)  focus  on  the  dynamics 
of  the  black  family  and  the  public  health 
responsibility  for  this  population,  and  (3)  make 
recommendations  to  MCHB.  The  proceedings 
outline  recommendations  in  several  areas,  including 
education  for  black  adolescents  and  for 
professionals,  drug  treatment,  public  health, 
juvenile  justice,  and  community  support. 
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FARROW  JA,  JENKINS  R 

Proceedings  from  the  East  Coast 
Scientific  Symposium  on  the  Health  of 
the  Black  Adolescent  Male 

Seattle,  WA:  Division  of  Adolescent  Medicine. 
University  of  Washington,  n.d..  57  pp. 

Contact:   Librarian,  National  Center  for  Education 
in  Maternal  and  Child  Health,  2000  15th  Street 
North.  Suite  701,  Arlington,  VA  22201-2617. 
Telephone:  (703)524-7802.  Fax:  (703)524-9335. 
Available  for  loan. 

These  proceedings  summarize  the  East  Coast 
Scientific  Symposium  on  the  Health  of  the 
Adolescent  Black  Male,  held  September  1991.  The 
purpose  of  the  symposium  was  to  enhance  the 
scientific  base  of  knowledge  about  the  health 
problems  of  adolescent  black  males  in  our  society, 
and  to  use  the  knowledge  gained  to  address  this  as  a 
public  health  issue.  Topics  include  adolescent 
sexuality  and  fatherhood,  sexually  transmitted 
diseases,  exposure  to  violence  and  injury,  alcohol 
and  other  drug  abuse,  mental  health,  and  the  lack  of 
appropriate  public  health  approaches  and  health 
care  resources. 


JAROS  KJ,  .ST.  DENIS  GC.  liDS 

Use  of  public  health  social  work 
leadership  tools  and  strategies: 
Addressing  health  issues  of  black  male 
adolescents  and  children 


collaborative  arrangements.  Specific  topics  include 
outreach  and  health  education,  drug  treatment, 
violence  prevention,  culturally  specific  AIDS 
intervention,  involvement  of  professional 
organizations,  strategies  for  working  effectively 
with  community  coalitions,  funding  priorities  of 
government  and  private  foundations,  recruitment 
and  training  of  minority  health  professionals,  and 
changing  organizations. 


MARYS  CENTER  FOR  MATERNAL  AND 
CHILD  CARE,  TEEN  PROJECT,  MAKING 
DREAMS  POSSIBLE  FOR  HISPANIC  TEENS 

1996  [calendar] 

Washington,  DC:  Making  Dreams  Possible  for 
Hispanic  Teens,  Mary's  Center  for  Maternal  and 
Child  Care.  1995.    1  p. 

Contact:     Making  Dreams  Possible  for  Hispanic 
Teens,  Teen  Project,  Mary's  Center  for  Maternal 
and    Child   Care,    2333    Ontario    Road.    N.W.. 
Washington,  DC  20009. 
Telephone:  (202)483-8196.  Price  unknown. 

This  calendar  promotes  the  services  provided  to 

Hispanic  adolescents  by  Mary's  Center  for  Maternal 
and  Child  Care  Teen  Program  in  Washington,  DC. 
It  lists  available  services,  provides  contact 
information,  and  refers  to  the  center's  program, 
Making  Dreams  Possible  for  Hispanic  Teens. 
Sources  of  funding  and  support  for  the  center  are 
indicated. 


Pittsburgh,  PA:  Public  Health  Social  Work 
Training  Program,  University  of  Pittsburgh,  [1991.] 
1 30  pp. 

Contact:     Public  Health  Social  Work  Training 
Program,   Graduate   School   of  Public    Health, 
University    of    Pittsburgh.    222    Parran    Hall. 
Pittsburgh,  PA   15261. 
Telephone:  (412)624-3102.  Fax:  (412)624-5510. 

These  proceedings  present  papers  from  the  1991 
Public  Health  Social  Work  Institute,  supported  by 
the  Maternal  and  Child  Health  Bureau.  The  papers 
defined  and  discussed  the  problems  of  minority 
male  children  and  adolescents  and  identified 
community  programs  that  were  using  creative 
strategies  to  reach  high-risk  populations.  Particular 
emphasis  was  placed  on  program  models  that 
mobilize  community  resources  and  build  innovative 


MARYS  CENTER  FOR  MATERNAL  AND 
CHILD  CARE.  TEEN  PROJECT.  MAKING 
DREAMS  POSSIBLE  FOR  HISPANIC  TEENS 

[Intake  and  assessment  forms] 

Washington,  DC:  Making  Dreams  Possible  for 
Hispanic  Teens.  Mary's  Center  for  Maternal  and 
Child  Care.  n.d..   13  pp.,  17  pp. 

Contact:    Making  Dreams  Possible  for  Hispanic 
Teens,  Teen  Project,  Mary's  Center  for  Maternal 
and   Child   Care,    2333    Ontario   Road.    N.W.. 
Washington,  DC  20009. 
Telephone:  (202)483-8196.  Price  unknown. 

These  intake  forms  are  used  for  evaluating 
Hispanic  adolescents  who  are  obtaining  services 
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from  Mary's  Center  for  Maternal  and  Child  Care  in 
Washington,  DC.  One  form,  to  be  completed  by 
the  Teen  Project's  professional  staff,  provides  space 
to  record  demographic  and  background 
information,  the  treatment  plan,  and  information 
gathered  during  various  stages  in  the  evaluation. 
The  other  evaluation  form  is  used  by  the  Pediatric 
Department  in  assessing  the  need  for  social 
services.  This  form  includes  a  timeline  tracking 
sheet  and  a  questionnaire  for  eliciting  background 
information. 


with  black  youth  and  plan  programs  for  them.  The 
bibliography  includes  books  and  book  chapters, 
articles  from  professional  journals  and  major 
newspapers,  and  materials  from  government 
reports.  Chapters  cover  background  and  general 
material;  homicide,  suicide,  and  other  violence; 
interventions;  mental  health;  poverty  and  related 
social  issues;  sexually  transmitted  diseases;  alcohol 
and  other  drug  abuse;  and  adolescent  parenthood 
and  early  sexual  activity. 


RODEP 

Resiliency  and  risk  among  young 
people  of  color 

St.  Paul,  MN:  Urban  Coalition,  1994.  30  pp. 

Contact:  Urban  Coalition,  2610  University  Avenue 
West,  Suite  201,  Saint  Paul,  MN  551 14. 
Telephone:  (612)348-8550.  Price  unknown. 

This  report  uses  data  derived  from  the  University  of 
Minnesota's  Adolescent  Health  Survey  taken  in 
Minneapolis  and  St.  Paul  to  explore  resiliency 
among  adolescents  of  differing  racial  and  ethnic 
groups.  The  report  presents  a  detailed  look  at 
adolescents'  responses  to  emotional  stress, 
delinquency,  and  the  risk  of  suicide;  and  provides  a 
context  for  developing  policies  to  ensure  social 
change.  Appendices  contain  the  survey  questions 
used  to  collect  data  on  emotional  stress  and  the 
survey  results  for  the  various  racial  and  ethnic 
groups  considered.  The  report  was  the  result  of  a 
collaboration  between  the  Urban  Coalition  and  the 
University  of  Minnesota,  Adolescent  Health 
Program. 


THOMPSON  LS,  ED. 

Health  care  of  black  male  children  and 
adolescents:  Report     from     the 

Annapolis  summit 

Arlington,  VA:  National  Center  for  Education  in 
Maternal  and  Child  Health,  1992.  74  pp. 

Contact:   Librarian,  National  Center  for  Education 
in  Maternal  and  Child  Health,  2000  15th  Street 
North,  Suite  701,  Arlington,  VA  22201-2617. 
Telephone:  (703)524-7802.  Fax:  (703)524-9335. 
Available  for  loan. 

This  report  summarizes  the  proceedings  of  the 
Summit  on  the  Health  Care  of  Black  Male  Children 
and  Adolescents,  held  July  26-27,  1991,  in 
Annapolis,  Maryland.  The  goals  of  the  meeting 
were  to  (1)  develop  a  strategic  plan  for  the  primary 
prevention  of  health  and  social  problems  of  black 
male  children,  and  (2)  increase  awareness  of  the 
health  and  social  needs  of  this  population.  Topics 
included  strategic  planning,  methods  of  reducing 
barriers  to  care,  correctional  health  care.  State  Title 
V  programs,  social  work  training,  interdisciplinary 
university  training,  the  role  of  historically  black 
colleges  and  universities,  family  involvement,  and 
the  private  sector. 


ROSSJW 

Black    adolescent    male    health:       A 
bibliography,  1987-1991 

Columbia,  SC:  College  of  Social  Work,  University 
of  South  Carolina,  1992.  45  pp. 

Contact:    College  of  Social  Work,  University  of 
South  Carolina,  Columbia,  SC  29208. 
Telephone:  (803)777-9408.  $5.00. 

This  bibliography  was  developed  to  help  social 
workers,  health  professionals,  and  others  who  work 


UNIVERSITY  OF  MINNESOTA,  DIVISION  OF 
GENERAL  PEDIATRICS  AND  ADOLESCENT 
HEALTH 

The  state  of  Native  American  youth 
health 

Minneapolis,  MN:  Division  of  General  Pediatrics 
and  Adolescent  Health,  University  of  Minnesota, 
1992.  56  pp. 
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Contact:     National  Adolescent  Health  Resource 
Center,    1313    Fifth    Street,    S.E.,    Suite    205. 
Minneapolis,  MN  55414-4504. 
Telephone:  (612)627-4488.  Fax:  (612)627-4487. 
Contact  source  for  price  information. 

This  report  presents  the  results  of  a  health  survey  of 
students  in  grades  7-12  in  the  public  school  system, 
conducted  by  the  Minnesota  Department  of  Health 
and  the  University  of  Minnesota  Adolescent  Health 


Program  in  1986-87.  The  report  presents  the 
survey  findings,  including  information  on  the  major 
concerns  of  youth,  service  utilization,  body  image, 
nutrition,  sexual  behavior,  mental  health,  risk 
taking,  school  performance,  alcohol  and  other  drug 
use,  and  interpersonal  relations.  Results  are 
compared  with  recent  national  data.  This  survey 
was  part  of  a  federally  funded  project  to  develop  a 
model  State  adolescent  health  data  base. 


ADOLESCENTS  WITH  SPECIAL 
HEALTH  NEEDS 


BEIERSDORFER 
WEISMAN,  C 


WA,     CLEMENTS,     MJ, 


The  student  with  hemophilia:  A 
resource  for  the  educator 

New  York,  NY:  National  Hemophilia  Foundation, 
1991.   16pp. 

Contact:  Hemophilia  and  AIDS/HIV  Network  for 
the  Dissemination  of  Information  (HANDI), 
National  Hemophilia  Foundation,  1 10  Greene 
Street,  Suite  303,  New  York,  NY  10012. 
Telephone:  (800)  42-HANDI  or  (212)  219-8180. 
Fax;  (212)966-9247.  Single  copies  available  at  no 
charge;  bulk  copies  available  from  local  NHF 
chapters  or  the  Northern  Ohio  Chapter  of  the  NHF, 
2026  Lee  Road.  Cleveland  Heights.  OH  44118. 
Telephone:  (216)371-8510. 

This  booklet  on  hemophilia  was  prepared  for 
teachers,  nurses,  and  other  school  personnel  who 
work  with  students  who  have  hemophilia.  It 
provides  information  about  hemophilia,  hemophilia 
and  HIV,  treatment  of  bleeding,  first  aid.  viral 
exposure,  physical  activity,  ways  to  explain 
hemophilia  to  classmates,  and  planning  for  the 
future. 


CARLIN  EB,  ED. 

Transitions  in  care  for  young  adults 
with  special  health  needs:  Proceedings 
of  a  regional  conference 

Seattle,  WA:  Department  of  Pediatrics.  Child 
Development  and  Mental  Retardation  Center, 
University  of  Washington.  1992.    1 19  pp. 

Contact:  Center  on  Human  Development  and 
Disability.  University  of  Washington,  Box  357920, 
Scalllc.  WA  98195-7920. 

Telephone:  (206)543-7701.  Fax;  (206)543-5771. 
Price  unknown. 

This  publication  summarizes  the  proceedings  of  a 
regional  conference  on  transitions  in  care  for  young 
adults  with  special  health  needs.  The  purpose  of 
this  conference  was  to  involve  families,  community 
providers,  youth,  and  staff  of  the  University  of 
Washington's  Adolescent- Young  Adult  Transition 
Program  in  discussing  the  transition  of  those  with 
special  health  needs  from  pediatric  to  adult  health 
care,  and  to  further  promote  transitional  health  care 
as  a  national  issue.  The  proceedings  include 
presentations  by  parents,  educators,  pediatric  and 
adult  providers  of  care,  public  health  professionals, 
and  client  advocacy  groups.  A  list  of  resources  and 
conference  participants  is  provided. 
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EARLES  A,  LESSING  S,  VICHINSKY  E,  EDS. 

A  parents'  handbook  for  sickle  cell 
disease,  Part  II:  Six  to  eighteen  years 
of  age.    (Rev.  ed.) 

Oakland,  CA:  Genetic  Disease  Branch,  California 
Department  of  Health  Services,  1994.  72  pp. 

Contact:  National  Maternal  and  Child  Health 
Clearinghouse,  2070  Chain  Bridge  Road,  Suite  450, 
Vienna,  VA  22182-2536. 

Telephone:  (703)821-8955.  Fax:  (703)821-2098. 
Available  at  no  charge. 

This  handbook  is  the  second  part  of  a  two-part 
series  to  assist  parents  of  children  and  adolescents 
with  sickle  cell  disease.  Part  I  was  written  for 
parents  of  children  from  birth  to  6  years  of  age. 
Part  11  covers  the  developmental  years  from  school- 
age  through  adolescence  and  is  intended  to  support 
parents  as  partners  in  the  care  of  their  children  and 
to  help  parents  of  adolescents  begin  to  shift  some  of 
the  responsibility  of  care  to  the  adolescent.  Topics 
include  routine  health  care  and  home  care,  pain 
management,  health  concerns  in  the  primary  and 
secondary  school  years,  sex  and  reproduction,  and 
the  adult  years.  The  appendices  contain  such  items 
as  a  comprehensive  sickle  cell  disease  care  plan,  a 
temperature  conversion  chart,  diagrams  of 
inheritance,  and  a  glossary. 


GARWICK  AE,  AND  MILLAR  HEC 

Promoting  resilience  in  youth  with 
chronic  conditions  and  their  families 

[Rockville,  MD]:  Maternal  and  Child  Health 
Bureau,  U.S.  Department  of  Health  and  Human 
Services,  1996.  28  pp. 

Contact:  National  Maternal  and  Child  Health 
Clearinghouse,  2070  Chain  Bridge  Road,  Suite  450, 
Vienna,  VA  22182-2536. 

Telephone:  (703)821-8955.  Fax:  (703)821-2098. 
Available  at  no  charge. 

This  monograph  addresses  the  impact  that  chronic 
illness  and  disability  have  on  adolescents  and  their 
families,  and  presents  strategies  that  health 
professionals  can  use  to  help  these  youth  develop 
and  gain  independence.  The  monograph  considers 
how  adolescents  and  their  families  are  affected  by 
these  conditions,  reviews  the  principles  of  family- 
centered  care  and  ways  to  adapt  these  principles  to 


adolescents,  and  also  discusses  the  role  of  family 
assessment  and  promotion  of  healthy  family 
functioning. 


KAPP-SIMON  KA,  SIMON  DJ 

Meeting  the  challenge:  A  social  skills 
training  program  for  adolescents  with 
special  needs 

Chicago,  IL:  University  of  Illinois  at  Chicago, 
1991.  2  v.,  1  videotape  (35  minutes,  VHS). 

Contact:      Center  for  Craniofacial  Anomalies, 
University  of  Illinois  at  Chicago,  808  South  Wood 
Street,  Chicago,  IL  60612. 
Telephone:  (312)996-7546.  Price  unknown. 

Meeting  the  Challenge  is  a  small  group  training 
program  for  developing  interpersonal  skills,  self- 
awareness,  and  coping  strategies  for  adolescents 
with  special  needs.  This  program  is  appropriate  for 
adolescents  ages  12  years  to  young  adulthood,  who 
have  chronic  medical  conditions,  physical 
disabilities,  or  learning  or  behavior  problems.  The 
training  program  can  be  implemented  by 
psychologists,  social  workers,  counselors,  nurses, 
teachers,  or  other  professionals  with  mental  health 
skills.  The  teaching  guide  provides  an  overview  of 
the  theory  and  training  strategies  of  the  program 
and  contains  the  social  skills  training  curriculum; 
the  workbook  guides  the  student  through  the 
training  program  and  outlines  each  activity;  and  the 
videotape  consists  of  vignettes  in  which  adolescents 
with  chronic  medical  conditions  serve  as  role 
models  to  demonstrate  the  social  skills  being 
taught. 


NATIONAL  CENTER  FOR  YOUTH  WITH 
DISABILITIES 

Adolescents  with  chronic  illnesses: 
Issues  for  school  personnel.    (3rd  ed.) 

Minneapolis,  MN:  National  Center  for  Youth  with 
Disabilities,  University  of  Minnesota,  1993.  32  pp. 

Contact:  National  Center  for  Youth  with 
Disabilities,  University  of  Minnesota,  Box  721  - 
UMHC,  420  Delaware  Street,  S.E.,  Minneapolis, 
MN  55455. 

Telephone:  (800)  333-6293  or  (612)  626-2825. 
Price  unknown. 
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This  annotated  bibliography  provides  abstracts  of 
materials  on  chronic  illness  in  adolescents  for  use 
by  school  personnel.  Topics  include  general 
medical  and  social  concerns,  demographic  data, 
school  issues,  psychosocial  and  family  issues, 
training  materials,  and  program  descriptions. 


coordination  of  services  between  the  health  care 
system  and  other  systems  of  care. 


NATIONAL    CENTER    FOR    YOUTH    WITH 
DISABILITIES 


NATIONAL    CENTER    FOR    YOUTH    WITH 
DISABILITIES 


Developing  social  skills:  Issues  for 
adolescents  with  chronic  illnesses  and 
disabilities 


An  introduction  to  youth  with 
disabilities:   Annotated  bibliography 

Minneapolis,  MN:  National  Center  for  Youth  with 
Disabilities,  University  of  Minnesota,  1990.  8  pp. 

Contact:       National    Center    for    Youth    with 

Disabilities.  University  of  Minnesota.  Box  721  - 

UMHC.  420  Delaware  Street.  S.E..  Minneapolis, 

MN  55455. 

Telephone:    (800)  333-6293  or  (612)  626-2825. 

$2.50. 

This  annotated  bibliography  provides  abstracts  of 
materials  related  to  youth  with  disabilities.  Topics 
include  psychosocial  issues,  health  issues, 
educational  issues,  and  community  living. 


NATIONAL    CENTER    FOR    YOUTH    WITH 
DISABILITIES 


Minneapolis,  MN:  National  Center  for  Youth  with 
Disabilities,  University  of  Minnesota,  1993.  31  pp. 

Contact:       National    Center    for    Youth    with 

Disabilities.  University  of  Minnesota,  Box  721  - 

UMHC.  420  Delaware  Street,  S.E.,  Minneapolis, 

MN  55455. 

Telephone:    (800)  333-6293  or  (612)  626-2825; 

TDD:    (612)    624-3939.       $6.00    prepayment 

preferred. 

This  annotated  bibliography  focuses  on  the 
development  of  social  skills  among  youth  with 
various  disabilities  and  chronic  health  conditions. 
An  overview  of  the  issues  includes  problems  of 
social  isolation  and  social  dysfunction,  studies  that 
test  a  variety  of  trainmg  models,  and  activities  that 
create  opportunities  for  social  relationships  and 
community  participation.  The  bibliography 
presents  a  list  of  programs  that  help  adolescents 
with  special  health  needs  to  develop  social  skills. 


Connections:  The  newsletter  of  the 
National  Center  for  Youth  with 
Disabilities 


NAIIUNAL    CENTER 
DISABILITIES 


FOR    YOUTH    WITH 


Minneapolis,  MN:  National  Center  for  Youth  with 
Disabilities,  University  of  Minnesota.  I990-.  3  per 
year. 

Contact:  National  Center  for  Youth  with 
Disabilities.  University  of  Minnesota.  Box  721  - 
UMHC.  420  Delaware  Street.  S.E.,  Minneapolis. 
MN  55455. 

Telephone:  (800)  333-6293  or  (612)  626-2825. 
$19.00  for  2  years. 

This  newsletter  is  published  three  times  a  year  by 
the  National  Center  for  Youth  with  Disabilities. 
The  center's  mission  is  to  improve  the  health  and 
social  functioning  of  youth  with  disabilities  by 
providing  technical  assistance  and  consultation, 
disseminating    information,     and    increasing 


F.Y.I.  Bulletin 

Minneapolis.  MN:  National  Center  for  Youth  with 
Disabilities.  University  of  Minnesota,  199I-. 
Irregular. 

Contact:  National  Center  for  Youth  with 
Disabilities.  University  of  Minnesota.  Box  721  - 
UMHC.  420  Delaware  Street,  S.E..  Minneapolis. 
MN  55455. 

Telephone:  (612)  626-2825  or  (800)  333-6293. 
Price  unknown. 

This  newsletter  focuses  on  topics  concerning 
children,  adolescents,  and  young  adults  who  have 
chronic  illnesses  or  disabilities.  Each  issue 
addresses  a  specific  topic  such  as  the  health  status 
of  adolescents,  their  education  and  educational 
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transitions,  and  their  employment;  each  bulletin 
provides  statistical  information  relating  to  the  topic 
and  this  population  group. 


include  information  on  mental 
retardation/developmental  disabilities,  physical 
disabilities,  hearing  impairments,  chronic  illness, 
and  multiple  disability  groups. 


NATIONAL  CENTER  FOR  YOUTH  WITH 
DISABILITIES 

Issues  in  nutrition  for  adolescents  with 
chronic  illnesses  and  disabilities 

Minneapolis,  MN:  National  Center  for  Youth  with 
Disabilities,  University  of  Minnesota,  1992.  35  pp. 

Contact:  National  Center  for  Youth  with 
Disabilities,  University  of  Minnesota,  Box  721  - 
UMHC,  420  Delaware  Street,  S.E.,  Minneapolis, 
MN  55455. 

Telephone:  (800)  333-6293  or  (612)  626-2825; 
TDD:  (612)  624-3939.  Price  unknown. 

This  annotated  bibliography  focuses  on  literature 
concerning  the  nutrition  of  adolescents  and  young 
adults  with  special  health  needs.  It  lists  books, 
journal  articles,  and  training  and  educational 
materials  on  adolescent  nutrition,  nutrition  and 
disability,  mental  retardation  and  developmental 
disabilities,  chronic  illness,  and  learning 
disabilities. 


NATIONAL  CENTER  FOR  YOUTH  WITH 
DISABILITIES 

Issues  in  sexuality  for  adolescents  with 
chronic  illnesses  and  disabilities 

Minneapolis,  MN:  National  Center  for  Youth  with 
Disabilities,  University  of  Minnesota,  1991.  42  pp. 

Contact:       National    Center    for    Youth    with 

Disabilities,  University  of  Minnesota,  Box  721  - 

UMHC,  420  Delaware  Street,  S.E.,  Minneapolis, 

MN  55455. 

Telephone:    (800)  333-6293  or  (612)  626-2825. 

$3.50. 

This  annotated  listing  of  materials  concerning 
adolescents  with  chronic  illnesses  and  disabilities 
focuses  on  issues  in  sexuality.  Bibliographic 
materials  include  information  on  psychosocial 
development,  attitudes  and  knowledge,  sex 
education,  sexual  abuse,  reproduction,  sex  role  and 
functioning,  treatment  and  counseling,  and  issues 
for  parents.    Training  and  educational  materials 


NATIONAL  CENTER  FOR  YOUTH  WITH 
DISABILITIES 

Legal  issues  for  adolescents  with 
chronic  illnesses  and  disabilities  and 
their  families 

Minneapolis,  MN:  National  Center  for  Youth  with 
Disabilities,  University  of  Minnesota,  1993.  27  pp. 

Contact:       National    Center    for    Youth    with 

Disabilities,  University  of  Minnesota,  Box  721  - 

UMHC,  420  Delaware  Street,  S.E.,  Minneapolis, 

MN  55455. 

Telephone:     (800)  333-6293  or  (612)  626-2825; 

TDD:      (612)   624-3939.      $6.00   prepayment 

preferred. 

This  annotated  bibliography  focuses  on  a  variety  of 
legal  issues  faced  by  adolescents  and  young  adults 
with  chronic  and  disabling  conditions,  and  by  their 
parents,  advocates,  and  the  professionals  who  work 
with  them.  Topics  covered  include  reproductive 
rights  and  adolescent  sexuality,  civil  rights  and 
public  policy,  vocational  issues  and  habilitation 
rights,  issues  for  health  care  professionals, 
guardianship,  estate  planning,  special  tax  concerns, 
life-termination  issues,  and  the  criminal  justice 
system.  A  list  of  resource  programs  is  included. 


NATIONAL  CENTER  FOR  YOUTH  WITH 
DISABILITIES 

Promoting  decision-making  skills  by 
youth  with  disabilities:  Health, 
education  and  vocational  choices.  (2nd 
ed.) 

Minneapolis,  MN:  National  Center  for  Youth  with 
Disabilities,  University  of  Minnesota,  1990.  20  pp. 

Contact:       National    Center    for    Youth    with 

Disabilities,  University  of  Minnesota,  Box  721  - 

UMHC,  420  Delaware  Street,  S.E.,  Minneapolis, 

MN  55455. 

Telephone:    (800)  333-6293  or  (612)  626-2825. 

$3.50. 
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Drawn  from  the  computerized  data  base  of  the 
National  Center  for  Youth  with  Disabilities,  this 
annotated  bibliography  of  materials  on  health, 
education,  and  vocational  skills  is  for  use  by 
professionals  working  with  youth  who  have 
disabilities.  Health  issues  include  ethics, 
compliance,  competence  to  consent  to  treatment, 
and  the  role  of  families  and  professionals  in  health 
decision  making.  Psychosocial  issues  include 
sexuality,  risk  taking,  privacy,  family  relations, 
moral  judgments,  and  self-esteem.  Education  and 
career  information  helps  guide  decision  making 
about  high  school,  college,  and  vocational 
placement. 


Contact:  National  Center  for  Youth  with 
Disabilities,  University  of  Minnesota,  Box  721 
UMHC,  Harvard  Street  at  East  River  Road. 
Minneapolis,  MN  55455. 

Telephone:  (612)  626-2825  or  (800)  333-6293. 
Price  unknown. 

This  bibliography  focuses  on  adolescents  and 
young  adults  with  chronic  illnesses  and  disabilities, 
especially  with  respect  to  their  needs  for  recreation 
and  leisure.  The  document  lists  bibliographic 
materials,  training  and  educational  materials,  and 
programs  related  to  physical/multiple  disabilities, 
mental  retardation,  chronic  illnesses,  hearing  and 
visual  impainnents,  camping/summer  programs, 
and  wellness  and  health  knowledge. 


NATIONAL  CENTER  FOR  YOUTH  WITH 
DISABILITIES 

Race  and  ethnicity:  Issues  for 
adolescents  with  chronic  illnesses  and 
disabilities 

Minneapolis,  MN:  National  Center  for  Youth  with 
Disabilities,  University  of  Minnesota,  1991.  28  pp. 

Contact:  National  Center  for  Youth  with 
Disabilities,  University  of  Minnesota,  Box  721  - 
UMHC,  420  Delaware  Street,  S.E.,  Minneapolis, 
MN  55455. 

Telephone:  (800)  333-6293  or  (612)  626-2825. 
TDD:  (612)624-3939.  Price  unknown. 

This  bibliography  focuses  on  race  and  ethnicity 
issues  of  adolescents  and  young  adults  with  chronic 
illnesses  and  disabilities.  It  references  resources 
that  address  cultural  competence;  describes 
characteristics  of  a  culturally  derived  program;  and 
lists  bibliographic  materials  related  to  education, 
assessment  and  testing,  employment,  health, 
epidemiology,  parents,  and  psychosocial  concerns; 
and  includes  a  list  of  the  names,  addresses,  and 
phone  numbers  of  other  agencies  and  organizations 
that  offer  additional  resources. 


NATIONAL  CLNIER  lOR  YOUTH  WITH 
DISABILITIES 

Self-esteem:  Issues  for  adolescents 
with  chronic  illnesses  and  disabilities 

Minneapolis.  MN:  National  Center  for  Youth  with 
Disabilities.  University  of  Minnesota,  1993.  32  pp. 

Contact:       National    Center    for    Youth    with 

Disabilities,  University  of  Minnesota,  Box  721  - 

UMHC,  420  Delaware  Street,  S.E.,  Minneapolis. 

MN  55455. 

Telephone:    (800)  333-6293  or  (612)  626-2825; 

TDD:    (612)    624-3939.       $6.00    prepayment 

preferred. 

This  annotated  bibliography  focuses  on  issues  of 
self-esteem  in  youth  with  special  health  needs.  In 
addition  to  presenting  an  overview  of  the  issues  for 
adolescents  with  various  disabilities  and  chronic 
health  conditions,  this  bibliography  includes 
samples  of  training  and  educational  materials  and 
programs  designed  to  provide  opportunities  for  the 
development  of  self-esteem. 


NATIONAL  CENTER  FOR  YOUTH  WITH 
DISABILITIES 

Recreation  and  leisure:  Issues  for 
adolescents  with  chronic  illnesses  and 
disabilities 

Minneapolis.  MN:  National  Center  for  Youth  with 
Disabilities,  University  of  Minnesota,  1992.  44  pp. 


NATIONAL  CENTER  FOR  YOUTH  WITH 
DISABILITIES 

Substance  use  by  youth  with 
disabilities  and  chronic  illnesses.  (2nd 
ed.) 

Minneapolis.  MN:  National  Center  for  Youth  with 
Disabilities,  University  of  Minnesota,  1990.  34  pp. 
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Contact:  National  Center  for  Youth  with 
Disabilities,  University  of  Minnesota,  Box  721  - 
UMHC,  420  Delaware  Street,  S.E.,  Minneapolis, 
MN  55455. 

Telephone:  (800)  333-6293  or  (612)  626-2825. 
$4.50,  includes  shipping  and  handling. 

This  annotated  bibliography  on  alcohol  and  other 
drug  use  by  youth  with  disabilities  and  chronic 
illnesses,  drawn  from  the  computerized  data  base  of 
the  National  Center  for  Youth  with  Disabilities, 
contains  references  published  since  1980  that 
direcdy  address  the  special  developmental  needs  of 
adolescents  and  young  adults  with  disabilities.  The 
references  are  divided  into  three  sections:  (1) 
Bibliographic  materials  on  mental  retardation, 
learning  disabilities/attention  deficit  disorder, 
mental  and  emotional  illness,  sensory  disabilities, 
chronic  illnesses,  and  multiple  disability  groups;  (2) 
training  materials;  and  (3)  a  treatment  selection 
checklist  with  questions  that  can  help  families  and 
professionals  assess  a  particular  program. 


NATIONAL  CENTER  FOR  YOUTH  WITH 
DISABILITIES 

Teenagers  at  risk:  National  perspective 
of  State  level  services  for  adolescents 
with  chronic  illness  or  disability 

Minneapolis,  MN:  National  Center  for  Youth  with 
Disabihties,  University  of  Minnesota,  1993.  32  pp. 

Contact:  National  Center  for  Youth  with 
Disabilities,  University  of  Minnesota,  Box  721  - 
UMHC,  420  Delaware  Street,  S.E.,  Minneapolis, 
MN  55455. 

Telephone:  (612)  626-2825  or  (800)  333-6293. 
Limited  copies  available. 

This  report  presents  the  findings  from  a  national 
survey  of  seven  public  agencies  and  programs  in 
the  United  States,  conducted  from  1990-1991  to 
document  gaps  in  services  for  adolescents  with 
chronic  illnesses  or  disabilities.  It  answers 
questions  about  the  level  of  services  and  indicates 
the  direction  for  policy  and  program  development 
on  behalf  of  adolescents  with  chronic  illnesses  or 
disabilities. 


NATIONAL  CENTER  FOR  YOUTH  WITH 
DISABILITIES 

Transition  from  child  to  adidt  health 
care  services:  A  national  survey 

Minneapolis,  MN:  National  Center  for  Youth  with 
Disabilities,  University  of  Minnesota,  1996.  16  pp. 

Contact:  National  Center  for  Youth  with 
Disabilities,  University  of  Minnesota,  Box  721  - 
UMHC,  420  Delaware  Street,  S.E.,  Minneapolis, 
MN  55455. 

Telephone:  (612)626-2825.  Fax:  (612)627-4487. 
Available  at  no  charge. 

This  report  presents  the  results  of  a  survey  of 
transition  services,  available  to  children  and 
adolescents  with  chronic  conditions  or  disabilities, 
as  they  move  from  the  pediatric  to  the  adult  health 
care  system.  It  reviews  the  benefits  and  recent 
history  of  transition  services,  describes  the 
background  and  methodology  of  the  study,  and 
provides  the  results  of  the  survey.  The  report 
contains  information  on  the  professional  services 
available;  profiles  available  programs;  and 
considers  program  planning  and  development,  staff 
training,  and  program  financing. 


NATIONAL  CENTER  FOR  YOUTH  WITH 
DISABILITIES 

Transition  from  pediatric  to  adult 
health  care  for  youth  with  disabilities 
and  chronic  illnesses. 

Minneapolis,  MN:  National  Center  for  Youth  with 
Disabilities,  University  of  Minnesota,  1996.  26  pp. 

Contact:       National    Center    for    Youth    with 

Disabilities,  University  of  Minnesota,  Box  721  - 

UMHC,  420  Delaware  Street,  S.E.,  Minneapolis, 

MN  55455. 

Telephone:    (800)  333-6293  or  (612)  626-2825. 

$3.50. 

This  annotated  bibliography  provides  abstracts  of 
materials  on  transition  issues  for  youth  with 
disabilities  for  use  by  health  care  providers  and 
planners.  Topics  include  U.S.  demographic  and 
health  services  utilization  data,  empirical  research 
on  health  outcomes,  commentary  and  program 
descriptions,  and  health  care  in  the  United 
Kingdom.  The  bibliography  also  lists  transition 
programs,  with  brief  abstracts  describing  their 
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services  and  available  training  and  educational 
materials. 


families  with  disabilities.  The  bibliography  is 
drawn  from  the  computerized  data  base  of  the 
National  Center  for  Youth  with  Disabilities. 


NATIONAL  CENTER  FOR  YOUTH  WITH 
DISABILITIES 

Transition  planning  for  the  21st 
century:   A  call  to  action 

Minneapolis,  MN:  National  Center  for  Youth  with 
Disabilities,  University  of  Minnesota,  1995.  24  pp. 

Contact:  National  Center  for  Youth  with 
Disabilities.  University  of  Minnesota,  Box  721  - 
UMHC,  420  Delaware  Street,  S.E.,  Minneapolis, 
MN  55455. 

Telephone:  (800)  333-6293  or  (612)  626-2825. 
Fax:  (612)627-4487.  Price  unknown. 

These  proceedings  summarize  the  work  of  two 
conferences:  Transition  Planning  for  the  2 1st 
Century  (May  19,  1995)  and  Smoothing  the  Course 
of  Transition  for  Adolescents  with  Chronic  Illness 
and  Disability  (June  2,  1992).  The  proceedings 
review  the  purpose  of  the  conferences,  summarize 
the  sessions,  present  recommendations,  and  list  the 
participants.  The  two  conferences  focused  on 
developing  a  vision  and  planning  for  interagency 
services  to  assure  that  adolescents  with  chronic 
illnesses  and  disabilities  obtain  the  help  they  need 
to  transition  to  adulthood.  One  of  the  conferences 
included  a  panel  of  adolescents  who  contributed  to 
the  formulation  of  the  recommendations. 


NATIONAL    CENTER    FOR 
DISABILITIES 


YOUTH    WITH 


Vulnerability  and  resiliency:  Focus  on 
children,  youth,  and  families  with 
disabilities 

Minneapolis,  MN:  National  Center  for  Youth  with 
Disabilities,  University  of  Minnesota,  1991.  23  pp. 

Contact:       National    Center    for    Youth    with 

Disabilities,  University  of  Minnesota.  Box  721  - 

UMHC,  420  Delaware  Street,  S.E.,  Minneapolis. 

MN  55455. 

Telephone:    (800)  333-6293  or  (612)  626-2825. 

$4.50. 

This  annotated  bibliography  focuses  on 
vulnerability  and  resiliency  for  children,  youth,  and 


NATIONAL  CENTER  FOR  YOUTH  WITH 
DISABILITIES 

Youth  with  disabilities  and  chronic 
illnesses:  An  introductory  guide  for 
youth  and  parents.    (2nd  ed.) 

Minneapolis,  MN:  National  Center  for  Youth  with 
Disabilities,  University  of  Minnesota,  1992.  21  pp. 

Contact:  National  Center  for  Youth  with 
Disabilities.  University  of  Minnesota.  Box  721  - 
UMHC.  420  Delaware  Street.  S.E..  Minneapolis. 
MN  55455. 

Telephone:  (800)  333-6293  or  (612)  626-2825. 
$4.00  for  1992  edition. 

This  annotated  bibliography  on  youth  with 
disabilities  and  chronic  illnesses  was  designed  for 
youth,  parents,  and  parent  groups.  The 
bibliography,  drawn  from  the  computerized  data 
base  of  the  National  Center  for  Youth  with 
Disabilities,  includes  personal  accounts,  books  that 
present  practical  information,  and  films  and 
videotapes. 


NATIONAL  CENTER  FOR  YOUTH  WITH 
DISABILITIES 

Youth  with  disabilities  and  chronic 
illnesses:    International  issues 

Minneapolis,  MN:  National  Center  for  Youth  with 
Disabilities.  University  of  Minnesota.  1990.  25  pp. 

Contact:       National    Center    for    Youth    with 

Disabilities.  University  of  Minnesota.  Box  721  - 

UMHC.  420  Delaware  Street,  S.E.,  Minneapolis, 

MN  55455. 

Telephone:    (800)  333-6293  or  (612)  626-2825. 

$2.75. 

This  annotated  bibliography  of  literature  that 
addresses  the  special  developmental  needs  of 
youth  with  disabilities  in  countries  outside  the 
United  States  is  drawn  from  the  computerized  data 
base  of  the  National  Center  for  Youth  with 
Disabilities.  The  publication  includes  materials  on 
the  following  issues:   Attitudes  toward  people  with 
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disabilities,  community  services,  health  services, 
educational/vocational  services,  and  epidemiology 
and  policy. 


of  transition  in  health  care  to  adolescents,  parents, 
and  professionals. 


NEWACHECK  PW 

State  estimates  of  the  prevalence  of 
chronic  conditions  among  children  and 
youth 

San  Francisco,  CA:  Maternal  and  Child  Health 
Policy  Research  Center,  1991.  72  pp. 

Contact:      Maternal   and   Child   Health   Policy 
Research   Center,   Institute   for   Health   Policy 
Studies,    1388   Sutter   Street,    11th   Floor,   San 
Francisco,  CA  94109. 
Telephone:  (415)476-3896.  Price  unknown. 

This  report  seeks  to  estimate  the  prevalence  of 
chronic  conditions  among  children  and  youth  for 
each  State  in  the  Nation.  Since  no  actual  data  exist, 
the  technique  of  synthetic  estimation  is  used, 
adjusting  national  data  to  reflect  State  population 
characteristics.  The  data  used  in  the  report  are 
based  on  the  National  Health  Interview  Survey 
(NHIS).  The  estimated  data  are  presented  in 
tabular  form  for  each  State.  Appendices  include 
the  relevant  portion  of  the  NHIS  questionnaire,  a 
list  of  the  conditions  included  in  the  report,  and  a 
detailed  explanation  of  the  synthetic  estimation 
technique. 


ROBERTS  N,  SCHOELLER  K,  SHAPLAND  C, 
GOLDBERG  P,  GOLDBERG  M 

Living  your  own  life:  A  handbook  for 
teenagers  by  young  people  and  adults 
with  chronic  illness  or  disabilities 

Minneapolis,  MN:  PACER  Center,  1993.  92  pp. 

Contact:    PACER  Center,  4826  Chicago  Avenue 
South,  Minneapolis,  MN  55417. 
Telephone:  (612)827-2966.  Fax:  (612)827-3065. 
$8.00,  make  checks  payable  to  the  Pacer  Center. 

This  handbook  for  adolescents  and  young  adults 
with  chronic  conditions  or  disabilities  provides 
information  on  how  they  can  make  the  transition  to 
independent  living,  and  shares  the  personal 
narratives  of  those  who  have  special  health  needs. 
Topics  include  learning  self-assurance,  dealing  with 
feelings  about  health  and  medicine,  making  plans 
based  on  an  honest  assessment  of  the  special  health 
condition,  using  communications  skills,  advocating 
for  civil  rights,  responding  to  the  need  for  love  and 
affection,  and  pursuing  opportunities  in  education 
and  employment.  Appendices  list  Federal,  State, 
and  local  resources  that  can  provide  assistance  to 
adolescents,  young  adults,  and  their  families. 


PACER  CENTER 
Speak  up  for  health 

Minneapolis,  MN:  Pacer  Center,  n.d..  2  items. 

Contact:     Pacer  Center,  4826  Chicago  Avenue, 

South,  Minneapolis,  MN  55417. 

Telephone:     (612)  827-2966.     Available  at  no 

charge. 

This  brochure  describes  a  program  to  prepare 
adolescents  with  special  health  needs  for  transition 
to  adult  health  care  services  so  they  can  become 
self-advocates  in  the  health  care  system.  Services 
of  the  program  include  individual  assistance, 
workshops,  and  written  materials.  A  15-minute 
videotape  with  the  same  title  is  available  for  rental 
or  purchase;  it  is  designed  to  introduce  the  subject 


SCHWAB,  NC,  FIBISON,  W,  AND  WRIGHT,  L 

Guidelines  for  the  management  of 
students  with  genetic  disorders:  A 
manual  for  school  nurses.    (3rd  ed.) 

Gorham,  ME:  New  England  Regional  Genetics 
Group,  1995.  242  pp. 

Contact:   New  England  Regional  Genetics  Group, 

18800  Heritage  Hills  Drive,  Brookeville,  MD 

20833. 

Telephone:  (301)570-6586.  Fax:  (301)570-1756. 

$14.00. 

This  manual  for  school  nurses  addresses  the  care  of 
students  with  genetic  disorders.  In  addition  to 
background  information  on  genetics  and  on  legal 
issues  regarding  such  disorders,  this  resource 
provides  a  review  of  clinical  issues  in  the 
management  of  genetic  disorders  and  the  role  of  the 
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school  nurse.  Approximately  half  of  the  volume 
deals  with  sickle  cell  disease,  the  primary  health 
care  needs  of  persons  with  this  disease,  the 
psychosocial  aspects  of  the  disease,  and 
recommendations  for  dealing  with  sickle  cell 
patients  in  a  school  setting.  The  second  edition 
contains  a  chapter  on  myelodysplasia  (spina  bifida), 
and  the  third  edition  includes  a  chapter  on  the 
student  with  cystic  fibrosis.  An  appendix 
reproduces  sample  forms  such  as  a  health  care  plan 
and  a  nursing  care  flow  sheet. 


SHAPLAND  C,  SCHOELLER  K,  GOLDBERG  P. 
GOLDBERG  M 

Speak  up  for  health:  A  handbook  for 
parents — Preparing  adolescents  with 
chronic  illness  or  disabilities  for 
independence  in  health  care 

Minneapolis,  MN:  Pacer  Center,  1993.  95  pp. 

Contact:  Pacer  Center,  4X26  Chicago  Avenue 
South,  Minneapolis,  MN  55417. 
Telephone:  (612)827-2966.  Fax:  612-827-3065. 
$10.00  each;  10  or  more  copies  for  $8.00  each; 
available  at  no  charge  to  parents  of  children  with 
disabilities  in  Minnesota. 

This  handbook  for  parents  focuses  on  adolescents 
with  special  health  needs  as  they  plan  the  transition 
to  adult-based  health  services  and  an  independent 
life.  The  manual,  written  by  parents  and  adults 
with  chronic  illness  or  disabilities,  emphasizes  the 
importance  of  preparing  for  independence  in  health 


care.  The  authors  share  experiences  and  insights 
gained  through  their  struggles  with  transition 
issues.  Each  chapter  is  followed  by  a  list  of  helpful 
hints  to  assist  parents  in  guiding  their  adolescents  to 
become  as  independent  as  possible  in  managing 
their  health  care. 


U.S.  DEPARTMENT  OF  HEALTH  AND 
HUMAN  SERVICES,  PUBLIC  HEALTH 
SERVICE,  HEALTH  RESOURCES  AND 
SERVICES  ADMINISTRATION,  MATERNAL 
AND  CHILD  HEALTH  BUREAU 

Moving  on:  Transition  from  child- 
centered  to  adult  health  care  for  youth 
with  disabilities 

Rockville,  MD:  Maternal  and  Child  Health 
Bureau,  U.S.  Department  of  Health  and  Human 
Services,  1992.  44  pp. 

Contact:   Librarian,  National  Center  for  Education 
in  Maternal  and  Child  Health.  2000  15th  Street 
North,  Suite  701,  Arlington,  VA  22201-2617. 
Telephone:  (703)524-7802.  Fax:  (703)524-9335. 
Available  for  loan. 

This  document  is  directed  primarily  toward  health 
care  providers  who  arc  responsible  for  the  health 
and  medical  care  of  young  people  with  disabilities 
or  chronic  illness  during  the  transition  period. 
Topics  covered  include  issues  of  transition,  health 
needs  during  transition,  services  provided,  and 
adaptation  of  services  to  facilitate  transition. 


HEALTH  OF 
INCARCERATED  YOUTH 


SHEAHAN  PM,  ED. 

Health  care  of  incarcerated  youth: 
Report  from  the  1991  tri-regional 
workshops 

Washington,  DC:  National  Center  for  Education  in 
Maternal  and  Child  Health,  1991.  284  pp.,  summ. 
(49  pp.) 


Contact:   Librarian,  National  Center  for  Education 
in  Maternal  and  Child  Health,  2000  15th  Street 
North,  Suite  701,  Arlington,  VA  22201-2617. 
Telephone:  (703)524-7802.  Fax:  (703)524-9335. 
Available  for  loan. 

These  proceedings  present  materials  from  the  Tri- 
Regional  Workshops  on  the  Health  Care  of 
Incarcerated  Youth,  held  in  San  Diego, 
Birmingham,  and  Philadelphia  in  1991  and 
attended  by  public  health  and  juvenile  justice 
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professionals.  The  workshops  were  designed  to 
sh315 

are  information  on  health  needs  of  and  on  resources 
and  issues  in  health  delivery  for  incarcerated  youth, 
and  to  promote  collaborative  planning  at  local, 
State,  and  regional  levels.  The  proceedings  present 
an  overview  of  youth  in  the  juvenile  justice  system, 
and  provide  perspectives  on  health  care,  including 
model  programs,  health  status,  legal  issues, 
standards,  academic  involvement,  mental  health, 
financing,  interagency  planning,  coalition  building, 
and  future  challenges.  State  action  plans  are 
included.  An  executive  summary  is  also  available. 


THOMPSON  LS,  ED. 

The   forgotten   child   in   health   care: 
Children  in  the  juvenile  justice  system 


Contact:  National  Maternal  and  Child  Health 
Clearinghouse,  2070  Chain  Bridge  Road,  Suite  450, 
Vienna,  VA  22182-2536. 

Telephone:  (703)821-8955.  Fax:  (703)821-2098. 
Available  at  no  charge. 

This  book  provides  guidance  to  health  care 
providers,  youth  corrections  professionals,  and 
those  who  develop  youth  programs  and  policy 
concerning  the  delivery  of  physical  and  mental 
health  services  for  incarcerated  youth.  The 
publication  reviews  health  status  and  health  care 
delivery  issues,  training  issues,  and  the  legal 
aspects  of  providing  care  to  this  population. 
Specific  chapters  address  health  and  psychological 
assessment,  chronic  illness,  minority 
overrepresentation,  mental  health,  sexuality  and 
sexually  transmitted  diseases,  alcohol  and  other 
drug  abuse  programs,  violence,  homeless  youth, 
and  financing.  A  glossary  and  index  are  included. 


Washington,  DC:  National  Center  for  Education  in 
Maternal  and  Child  Health,  1991.   125  pp. 

Contact:  National  Maternal  and  Child  Health 
Clearinghouse,  2070  Chain  Bridge  Road,  Suite  450, 
Vienna,  VA  22182-2536. 

Telephone:  (703)821-8955.  Fax:  (703)821-2098. 
Available  at  no  charge. 

This  book  presents  selected  papers  from  a  1988 
conference  on  the  health  care  of  incarcerated  youth. 
The  conference  brought  together  groups  who  could 
make  a  difference  with  this  high-risk  population: 
State  maternal  and  child  health  programs,  juvenile 
justice  agencies,  and  State  advisory  groups.  Topics 
covered  include  the  roles  of  the  different  groups, 
standards,  financing,  liability,  the  Ventura  planning 
model,  nutrition,  health  assessment,  mental  health, 
and  HIV  seropositivity.  Recommendations  are  also 
presented.  This  conference  was  sponsored  by  the 
Department  of  Maternal  and  Child  Health,  Johns 
Hopkins  University,  with  support  from  the 
Maternal  and  Child  Health  Bureau. 


THOMPSON  LS,  FARROW  JA,  EDS. 

Hard  time,  healing  hands:  Developing 
primary  health  care  services  for 
incarcerated  youth 

Arlington,  VA:  National  Center  for  Education  in 
Maternal  and  Child  Health,  1993.  244  pp. 


THOMPSON  LS,  SHEAHAN,  PM 

Health  care  of  incarcerated  youth: 
State  program  and  initiatives 

Arlington,  VA:  National  Center  for  Education  in 
Maternal  and  Child  Health,  1994.   102  pp. 

Contact:  National  Maternal  and  Child  Health 
Clearinghouse,  2070  Chain  Bridge  Road,  Suite  450, 
Vienna,  VA  22182-2536. 

Telephone:  (703)821-8955.  Fax:  (703)821-2098. 
Single  copies  available  at  no  charge. 

This  report  presents  the  results  of  a  survey  of 
workshop  participants  who  attended  national  and 
regional  conferences  sponsored  by  the  Maternal 
and  Child  Health  Bureau  concerning  meeting  the 
health  service  needs  of  incarcerated  youth.  After  a 
brief  analysis  of  the  overall  survey  results,  the 
report  presents  State  profiles  indicating  the  goals 
and  objectives  set  during  the  conferences  and  lists 
the  program,  community,  and  State  actions  taken  to 
meet  identified  goals.  The  report  also  includes 
current  initiatives  and  contact  information  by  State. 
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COMPREHENSIVE  SCHOOL 

HEALTH 


ALLENSWORTH  D,  WYCHE  J,  LAWSON  E, 
AND  NICHOLSON  L,  EDS.  AND  INSTITUTE 
OF  MEDICINE,  DIVISION  OF  HEALTH 
SCIENCES  POLICY,  COMMITTEE  ON 
COMPREHENSIVE  SCHOOL  HEALTH 
PROGRAMS  IN  GRADE  K-I2 


Schools    and    health: 
investment 


Our    Nation's 


Washington,  DC:  National  Academy  Press,  1996. 
ca.  350  pp. 

Contact:      National   Academy   Press,    National 
Academy  of  Sciences,  2101  Constitution  Avenue, 
N.W.,  Lockbox  285.  Washmgton.  DC  20418. 
Telephone:    (800)  624-6242  or  (202)  334-3313. 
Fax:  (202)334-2451.  Price  unknown. 

This  book  considers  the  status  of  comprehensive 
school  health  programs  that  provide  access  to 
health  care  for  children  in  grades  K-12.  It  includes 
the  history  of  these  programs  and  their  precedents; 
examines  current  activities  in  physical  education, 
health  education,  health  services,  mental  health 
services,  pupil  services,  and  nutrition  and  food 
services;  reviews  the  infrastructure  needed  for  these 
health  programs;  and  exainines  relevant  research 
and  evaluation  methods.  The  book  presents 
recommendations  to  policymakers  for  future  action 
at  the  local.  State,  and  Federal  levels  and  considers 
strategies  for  engaging  stakeholders  at  the 
community  level. 


ALLENSWORTH  D.  WYCHE  J,  LAWSON  E. 
NICHOLSON  L,  EDS..  AND  INSTITUTE  OF 
MEDICINE,  DIVISION  OF  HEALTH  SCIENCES 
POLICY,  COMMITTEE  ON  COMPREHENSIVE 
SCHOOL  HEALTH  PROGRAMS 

Defining  a  comprehensive  school 
health  program:   An  interim  statement 

Washington,  DC:  National  Academy  Press,  1995. 
36  pp. 

Contact:  Librarian.  National  Center  for  Education 
in    Maternal    and    Child    Health.    Institute    of 


Medicine.  2000   15th  Street  North.  Suite  701. 
Arlmgton.  VA  22201-2617. 
Telephone:  (703)524-7802.  Fax:  (703)524-9335. 
Available  for  loan. 

This  document  provides  a  common  frame  of 
reference  for  the  work  to  be  done  by  the  Institute  of 
Medicine's  Committee  on  Comprehensive  School 
Health  Programs.  The  committee  has  been  charged 
with  determining  the  structure,  function,  and 
potential  of  school  health  programs.  The 
introduction  provides  information  about  the 
committee,  its  goals,  and  the  intent  of  the  interim 
statement.  The  document  also  includes  a  history  of 
school  health  programs,  contains  definitions  of  the 
concepts  associated  with  a  comprehensive  school 
health  program  to  provide  a  common  frame  of 
reference  for  future  work,  and  describes  issues  to  be 
covered  in  the  committee's  full  report. 


ARKANSAS  DtPARIMENr  OF  HEALTH. 
DIVISION  OF  CHILD  AND  ADOLESCENT 
HEALTH.  CENTER  FOR  HEALTH  STATISTICS 

Closing  the  gaps:  An  analysis  of  school 
health  services  in  Arkansas  during 
spring  semester  1992 

Little  Rock.  AR:  Arkansas  Department  of  Health, 
1992.  31  pp. 

Contact:    Arkansas  Department  of  Health.  4815 
West  Markham  Street.  Little  Rock.  AR  72205. 
Telephone:  (501)661-2807. 

This  report  describes  the  Arkansas  Department  of 
Health's  recent  school  health  service  activities.  The 
data  analyzed  originated  from  both  parental  consent 
forms  and  special  encounter  forms  completed  by 
school  health  care  providers  in  10  representative 
cities  during  the  spring  semester.  1992.  The  report 
contains  four  main  sections:  (1)  Student 
demographics,  (2)  overview  of  clinic  activity,  (3) 
breakdown  of  services  by  provider:  and  (4) 
breakdown  of  services  by  category. 
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BROSTROM  MB,  HILL  IT 

Opportunities  for  enhancing  preventive 
and  primary  care  through  school-based 
health  centers:  Three  States'  Title  V 
program  experiences 

Washington,  DC:  Association  of  Maternal  and 
Child  Health  Programs,  1993.  25  pp. 

Contact:  National  Maternal  and  Child  Health 
Clearinghouse,  2070  Chain  Bridge  Road,  Suite  450, 
Vienna,  VA  22182-2536. 

Telephone:  (703)821-8955.  Fax:  (703)821-2098. 
Available  at  no  charge. 

This  report  focuses  on  the  experience  of  three 
States'  school-based  health  centers  as  a  strategy  to 
extend  primary  care  service  availability  for 
children.  Summary  information  is  provided  on  the 
history,  design,  and  financing  of  school-based 
health  centers  in  Oregon,  New  Mexico,  and 
Maryland.  The  report  explores  the  roles  that  State 
Title  V  programs  can  play  in  developing  these 
services  as  well  as  integrating  school-based 
services  into  the  overall  health  care  system. 


FOX  HB,  WICKS  LB,  LIPSON  DJ 

Improving  access  to  comprehensive 
health  care  through  school-based 
programs 

Washington,  DC:  Fox  Health  Policy  Consultants, 
1992.  58  pp. 

Contact:     Fox  Health  Policy  Consultants,  1747 
Pennsylvania    Avenue,    N.W.,    Suite     1200, 
Washington,  DC  20006-4604. 
Telephone:     (202)  223-1500.     $20.00,  includes 
shipping  and  handling;  prepayment  required. 

This  report  provides  practical  information  for 
schools,  community  health  agencies,  and  others 
interested  in  addressing  the  health  care  access 
problems  of  children  and  adolescents.  It  identifies 
specific  organizational  and  financing  strategies  that 
have  contributed  to  the  development  of  school- 
based  programs  to  increase  access  to  a 
comprehensive  system  of  preventive,  primary,  and 
specialty  health  care  services  through  a 
combination  of  direct  service  delivery  and  referral. 
The  report  presents  an  analysis  of  14  school  health 
services,  highlighting  their  structure, 
administration,  funding,  and  community  resources. 


Recommendations  for  developing  or  expanding 
school  health  services  at  the  local  level  are 
included. 


KOWALSKI  JAT,  GOODEN  I 

Developing  and  implementing  a  teen 
issues  forum  in  your  school 

Charleston,  WV:  Office  of  Maternal  and  Child 
Health,  West  Virginia  Bureau  of  Public  Health, 
1994.  23  pp. 

Contact:  Adolescent  Health  Initiative,  Office  of 
Maternal  and  Child  Health,  West  Virginia  Bureau 
of  Public  Health,  1411  Virginia  Street  East, 
Charleston,  WV  25301. 

Telephone:  (304)558-5388.  Fax:  (304)558-2183. 
Price  unknown. 

This  manual  provides  health  care  professionals  with 
instructions  for  developing  and  holding  a  teen 
issues  forum.  The  manual  defines  these  forums  as 
programs  that  address  the  specific  needs  and 
concerns  of  adolescents  and  demonstrate  the 
community's  commitment  to  meeting  those  needs. 
Suggestions  are  offered  for  deciding  on  the  content 
of  the  forum,  determining  suitable  topics  based  on 
the  adolescents'  inpui,  promoting  the  event,  and 
implementing  and  evaluating  the  forum. 


NATIONAL      ADOLESCENT 
RESOURCE  CENTER 


HEALTH 


Evaluative  review:  Findings  from  a 
study  of  selected  high  school  wellness 
centers  in  Delaware — Final  report 

Minneapolis,  MN:  National  Adolescent  Health 
Resource  Center,  University  of  Minnesota,  1993. 
88  pp. 

Contact:      National   Center   for   Education   in 
Maternal  and  Child  Health,  2000  15th  Street  North, 
Suite  701,  Arlington,  VA  22201-2617. 
Telephone:  (703)524-7802.  Fax:  (703)524-9335. 
Photocopies  available  at  no  charge. 

This  report  focuses  on  the  role  of  school-based 
health  services  in  increasing  access  to  care  in  the 
student  population,  especially  among  students  who 
most  need  health  services.  The  report  provides  a 
comprehensive  portrait  of  the  health  and  well-being 
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of  the  Delaware  adolescents  who  participated  in 
this  study  and  compares  ihem  to  other  adolescents 
across  the  country.  The  report  also  focuses  on  two 
of  the  four  school  wellness  centers  in  Delaware, 
providing  a  profile  of  center  clients,  their  use  of  the 
services  provided,  and  their  level  of  satisfaction 
with  the  centers'  services.  The  relationships  of 
family  and  school  to  adolescent  health  are 
examined  to  determine  the  impact  of  the  wellness 
centers  on  adolescents,  their  families,  and  the 
school  environment.  A  related  report,  "Teen  Health 
Care,"  contains  a  summary  and  recommendations. 


NATIONAL  ADOLESCENT  HEALTH 
RESOURCE  CENTER 

Teen  health  care:  School-based, 
school-linked  —  Summary  and 

recommendations  from  a  study  of 
selected  high  school  wellness  centers 
in  Delaware 

Minneapolis,  MN:  National  Adolescent  Health 
Resource  Center,  University  of  Minnesota,  1994.  9 
pp. 

Contact:     National  Adolescent  Health  Resource 
Center,  University  of  Minnesota,  131.^  Fifth  Street, 
S.E.,  Suite  205,  Minneapolis,  MN  55414. 
Telephone:  (612)627-4488.  Fax:  (612)627-4487. 
Single  copies  available  at  no  charge. 

This  report  summarizes  a  study,  undertaken  for  the 
Delaware  Division  of  Public  Health,  of  school- 
based,  school-linked  wellness  centers  operating  in 
two  Delaware  high  schools.  The  report  reviews  the 
study  methodology,  reports  the  major  findings  on 
the  use  of  and  the  satisfaction  with  the  services 
provided,  and  presents  recommendations  for 
program  modification.  Included  are  data  on 
insurance  coverage,  access  to  care,  barriers  to  care, 
health  care  utilization,  and  indicators  of  services 
needed.  These  indicators  include  general  health, 
emotional  needs,  suicide  risk,  abuse,  sexual 
behavior,  and  alcohol  and  other  drug  abuse.  The 
report  contains  information  on  the  correlation 
between  the  need  for  services  and  their  use,  and  the 
level  of  adolescent  and  parental  satisfaction  with 
the  services  provided.  A  related  publication, 
"Evaluative  Review,"  contains  the  final  report. 


OOMS  T.  OWEN  T 

Promoting  adolescent  health  and  well- 
being  through  school-linked,  multi- 
service, family-friendly  programs 

Washington,  DC:  Family  Impact  Seminar, 
American  Association  for  Marriage  and  Family 
Therapy,  Research  and  Education  Foundation, 
1991.  37  pp. 

Contact:  Family  Impact  Seminar.  American 
Association  for  Marriage  and  Family  Therapy, 
Research  and  Education  Foundation,  1100  17th 
Street,  Suite  901,  Washington,  DC  20036. 
Telephone:  (202)467-5114.  $10.00,  includes 
shipping  and  handling. 

This  report  examines  the  many  interrelated  health 
problems  of  adolescents  and  reviews  the  research 
related  to  adolescent  health  status,  the  mfiuence  of 
changing  family  trends,  and  the  major 
shortcomings  of  the  present  health  care  system's 
response  to  adolescent  health  needs.  The  report 
describes  the  background,  history,  and  key 
components  of  school-linked  multiservice 
demonstration  programs,  identifies  areas  that  need 
further  study,  and  highlights  State  school-linked 
.services  initiatives  in  several  States. 


SANTELLI  J,  MORREALE  M,  WIGTON  A. 
GRASON  H 

Improving  access  to  primary  care  for 
adolescents:  School  health  centers  as  a 
service  delivery  strategy 

Baltimore,  MD:  Child  and  Adolescent  Health 
Policy  Center,  and  Center  for  Adolescent  Health 
Promotion  and  Disease  Prevention,  Johns  Hopkins 
University,  1995.  8  pp..  1  form  ( I  p.). 

Contact:  Child  and  Adolescent  Health  Policy 
Center,  Department  of  Maternal  and  Child  Health, 
School  of  Hygiene  and  Public  Health.  Johns 
Hopkins  University,  624  North  Broadway, 
Baltimore.  MD  21205. 

Telephone:  (410)550-5443.  Fax:  (410)955-2303. 
Available  at  no  charge. 

This  paper  is  designed  to  help  State  and  local  health 
personnel  and  maternal  and  child  health 
policymakers  assess  the  ability  of  school-based  and 
school-linked  services  to  meet  the  primary  health 
needs  of  adolescents.  Using  the  aspects  of  primary 


314 


Adolescent  Health  Report 


care  as  an  evaluation  model,  it  cites  previous 
research  in  this  area,  and  considers  the  strengths 
and  weaknesses  of  school-based  services  with 
respect  to  the  following  aspects  of  primary  care: 
First-contact,  continuous,  comprehensive, 
coordinated,  community-oriented,  family-centered, 
and  culturally  competent.  The  paper  provides 
definitions  of  these  concepts  and  enumerates  future 
research  needed  in  each  area. 


SCHLITT  JJ.,  LEAR  JG,  CEBALLOS  C, 
CHUCKOVICH  D,  HACKER  K,  HAZZARD  K, 
JOHNSTON  K,  ROSENTHAL  B,  ZIMMERMAN 
D 

School-based  health  centers  and 
managed  care:  Seven  school-based 
health  center  programs  forge  new 
relationships 

Washington,  DC:  Making  the  Grade,  1996.  20  pp. 

Contact:    Making  the  Grade,  George  Washington 
University,  1350  Connecticut  Avenue,  N.W.,  Suite 
505,  Washington,  DC  20036. 
Telephone:  (202)466-3396.  Fax:  (202)466-3467. 
Price  unknown. 

This  report  presents  the  results  of  a  survey  of  seven 
school-based  health  centers  in  Baltimore; 
Bridgeport,  New  Haven,  Boston,  St.  Paul, 
Memphis/Shelby  County  (Tennessee),  and 
Multnomah  County  (Oregon).  The  report  includes 
background  information  and  describes  the  scope  of 
services,  the  financial  agreements,  and  other 
contract  provisions  between  the  school-based 
centers  and  the  managed  care  and  medicaid 
managed  care  plans  that  help  finance  the  delivery 
of  health  services  for  the  low-income  youth  who 
have  access  to  the  centers.  The  report  summarizes 
the  findings  of  the  survey  and  considers  the  role  of 
the  State  governments  in  fostering  the  negotiations 
between  the  centers  and  the  managed  care  plans. 


SELLS  W,  RESNICK  MD,  WALKER  J 

School-based  and  school-linked  clinics 
in  rural  America 


Contact:     National  Adolescent  Health  Resource 
Center,  University  of  Minnesota,  1313  Fifth  Street, 
S.E.,  Suite  205,  Minneapolis,  MN  55414. 
Telephone:  (612)626-2134.  Fax:  (612)627-4488. 
Price  unknown. 

This  report  examines  the  current  state  of  rural 
school-based  and  school-linked  clinics  in  the 
United  States  and  their  potential  role  in  addressing 
unmet  health  needs  of  young  people  in  rural  and 
frontier  communities.  Sections  discuss  (1)  issues  in 
health  care  access  for  rural  youth,  (2)  adolescents' 
major  health  problems  and  concerns,  (3)  the  impact 
and  effectiveness  of  school-based  and  school- 
linked  health  services  on  adolescent  health  and  risk 
behavior,  (4)  operational  characteristics  of  rural 
school  clinics,  and  (5)  recommendations 
concerning  potential  roles  for  these  clinics. 


SKEELS  MR,  CLARK  DL 

Oregon  school-based  adolescent  health 
programs  report  1989-90 

Portland,  OR:  Oregon  Department  of  Human 
Resources,  Adolescent  Health  Program,  1990.  20 
pp. 

Contact:  Adolescent  Health  Program,  Oregon 
Health  Division,  1400  S.W.  5th  Avenue,  Portland, 
OR  97201. 

Telephone:  (503)  731-4018.  Single  copies 
available  at  no  charge;  limited  quantities  available. 

This  report  provides  a  statistical  and  descriptive 
picture  of  the  school-based  adolescent  health  clinic 
programs  receiving  State  funds  and/or  Multnomah 
County  funds.  Service  utilization  percentages  are 
based  upon  the  nine-code  International 
Classification  of  Diseases  (ICD),  with  information 
collected  monthly  from  program  encounter  forms. 
Service  areas  include  acute  illness  and  injury, 
nonacute  and  chronic  care  management, 
reproductive  health,  mental/emotional  health,  and 
health  promotion.  The  provision  of  school-based 
health  centers  varies  in  accordance  with  local  need 
and  community  tolerance.  Programs  are  joint 
partnerships  between  the  sponsoring  agency  and  the 
school  district. 


Minneapolis,  MN:  National  Adolescent  Health 
Resource  Center,  University  of  Minnesota,  1995. 
45  pp. 
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UNIVERSITY  OF  CALIFORNIA  AT  SAN 
DIEGO,  DEPARTMENT  OF  PEDIATRICS, 
DIVISION  OF  COMMUNITY  PEDIATRICS 

Student  health  connect 

La  Jolla,  CA:  Division  of  Community  Pediatrics, 
University  of  California  at  San  Diego,  ca.  1995.  ca. 
100  pp. 

Contact:      Division   of  Community   Pediatrics, 
University  of  California  at  San  Diego,  9500  Oilman 
Drive,  La  Jolla.  CA  92093-0927. 
Telephone:  (619)685-4828.  Fax:  (619)685-4828. 
Price  unknown. 

This  study  guide  summarizes  a  staff  development 
model  designed  for  health  professionals  and 
educators.  The  Healthy  Systems  Model,  which  is 
the  basis  of  Student  Health  Connect,  helps  schools 
and  health  offices  assess  their  current  operations 
and  effect  changes.  The  primary  focus  of  the  model 
is  on  monitoring  the  health  status  of  children  and 
adolescents  to  identify  health  problems  affecting 
their  overall  well-being  and  their  school 
performance;  the  model  also  promotes 
collaboration  and  communication  between  families, 
educators,  and  health  professionals.  The  study 
guide  also  presents  case  studies  that  highlight 
ineffective  communications  skills  among 
professionals.  Student  Health  Connect  is  accessible 
on  the  World  Wide  Web  at 
http://ousd.kl2.ca.us/shc/shc.html. 


UNIVERSITY  OF  COLORADO  HEALTH 
SCIENCES  CENTER,  OFFICE  OF  SCHOOL 
HEALTH.  SCHOOL  HEALTH  RESOURCE 
SERVICES 

Focus  on  school-based  health  centers  = 
School-based  health  centers  resource 
packet 

Denver,  CO:  School  Health  Resource  Services, 
University  of  Colorado  Health  Sciences  Center, 
1996.  30  items. 

Contact:  School  Health  Resource  Services,  Office 
of  School  Health,  University  of  Colorado  Health 


Sciences  Center,  4200  E.  Ninth  Avenue,  Campus 

Box  C287,  Denver,  CO  80262. 

Telephone:    (800)  669-9954  or  (303)  270-5990. 

$10.00. 

This  information  package  contains  materials  that 
health  professionals,  educational  policymakers,  and 
community  members  can  use  to  develop  or  expand 
school-based  health  programs.  It  includes  fact 
sheets,  reprinted  journal  articles,  and  resource  lists 
that  provide  background  for  the  subject, 
recommendations  for  developing  programs,  and 
descriptions  of  effective  programs. 


UNIVERSITY  OF  COLORADO  HEALTH 
SCIENCES  CENTER,  OFFICE  OF  SCHOOL 
HEALTH.  SCHOOL  HEALTH  RESOURCE 
SERVICES 

Focus  on  tobacco-free  schools  = 
Tobacco-free  schools  resource  packet 

Denver,  CO:  School  Health  Resource  Services, 
University  of  Colorado  Health  Sciences  Center, 
1996.  53  items. 

Contact:  School  Health  Resource  Services.  Office 
of  School  Health,  University  of  Colorado  Health 
Sciences  Center.  4200  E.  Ninth  Avenue,  Campus 
Box  C287,  Denver.  CO  80262. 
Telephone:  (800)  669-9954  or  (303)  270-5990. 
SI 2.00  plus  $3.00  shipping  and  handling. 

This  information  package  contains  materials  that 
health  professionals,  educational  policymakers,  and 
community  members  can  use  to  develop  school- 
based  tobacco  prevention  and  intervention 
programs  for  children  and  adolescents.  The 
materials  include  facts  sheets,  pamphlets,  resource 
lists,  and  a  sample  journal.  The  main  topics 
addressed  include:  Facts  on  the  number  of  children 
and  adolescents  smoking  and  the  health 
consequences;  an  overview  of  theories  for 
developing  prevention  and  intervention  programs; 
classroom  strategies  including  curriculums; 
strategies  to  be  shared  between  the  school  and  the 
community;  information  on  successful  intervention 
programs;  materials  on  Federal.  State,  and  local 
policy  initiatives;  and  resource  materials. 
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FINANCING  HEALTH  CARE  FOR 
ADOLESCENTS 


ASSOCIATION  OF  MATERNAL  AND  CHILD 
HEALTH  PROGRAMS 

Managed  care  for  women,  children, 
adolescents  and  their  families:  A 
discussion  paper  with 

recommendations  for  assuring 
improved  health  outcomes  and  roles  for 
State  MCH  programs 

Washington,  DC:  Association  of  Maternal  and 
Child  Health  Programs,  1993.  25  pp. 

Contact:  National  Maternal  and  Child  Health 
Clearinghouse,  2070  Chain  Bridge  Road,  Suite  450, 
Vienna,  VA  22182-2536. 

Telephone:  (703)821-8955.  Fax:  (703)821-2098. 
Available  at  no  charge. 

This  paper  contains  recommendations  to  promote 
the  effectiveness  of  managed  care  in  contributing  to 
improved  health  outcomes  for  women,  children, 
and  adolescents,  based  on  the  Association  of 
Maternal  and  Child  Health  Programs'  Maternal  and 
Child  Health  Framework  for  Analyzing  Health 
Care  Reform  Plans.  The  section  on  managed  care 
issues  and  recommendations  examines  personal 
health  services  and  health  systems  infrastructure. 
Another  section  addresses  the  roles  for  State 
maternal  and  child  health  programs  in  assuring 
quality  managed  care. 


FEINSON  C,  SOLLOWAY  M 

Oral  health  providers  as  primary  care 
providers  under  EPSDT 

Washington,  DC:  Child  and  Adolescent  Health 
Policy  Center,  George  Washington  University, 
1993.  27  pp. 

Contact:  Child  and  Adolescent  Health  Policy 
Center,  Center  for  Health  Policy  Research,  George 
Washington  University,  2021  K  Street,  N.W.,  Suite 
800,  Washington,  DC  20052. 
Telephone:  (202)296-6922.  Fax:  (202)296-0025. 
Available  at  no  charge. 


This  report  considers  the  effect  of  Early  and 
Periodic  Screening,  Diagnostic  and  Testing 
(EPSDT)  program  revisions  on  the  provision  of 
dental  care  to  children  and  adolescents  covered  by 
the  program.  The  1989  Omnibus  Budget 
Reconciliation  Act  (OBRA  '89)  included  oral  health 
professionals  as  primary  health  providers.  The 
introduction  reviews  the  background  of  the  EPSDT 
program  and  the  OBRA  '89  changes.  The  report 
considers  the  feasibility  of  using  dentists  and  dental 
hygienists  as  primary  care  providers,  reviews  the 
advantages  of  doing  so,  and  recommends  policy 
changes  to  increase  the  role  of  oral  health  providers 
in  primary  care. 


FISHMAN  M,  WIDEM  P,  EDS. 

The  financing  of  mental  health  services 
for  children  and  adolescents:  Papers 
presented  at  a  workshop 

Arlington,  VA:  National  Center  for  Education  in 
Maternal  and  Child  Health,  1992.   153  pp. 

Contact:   Librarian,  National  Center  for  Education 
in  Maternal  and  Child  Health,  2000  15th  Street 
North,  Suite  701,  Arlington,  VA  22201-2617. 
Telephone:  (703)524-7802.  Fax:  (703)524-9335. 
Available  for  loan. 

These  proceedings  contain  the  technical  papers 
presented  at  a  workshop  cosponsored  by  the 
National  Institute  of  Mental  Health  and  the 
Maternal  and  Child  Health  Bureau  in  Bethesda, 
Maryland,  on  February  24-25,  1988.  Topics 
covered  include  comprehensive  health  care  for 
children  and  adolescents;  history  of  financing  of 
mental  health  services;  current  finance  issues, 
including  coverage  through  health  maintenance 
organizations,  private  insurance.  Medicare  and 
special  education  funding;  diagnosis-related  groups 
(DRGs)  and  child  psychiatry;  and  mental  health 
services  utilization  by  children  and  adolescents. 
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FOX  HB,  MCMANUS  MA 

Medicaid  managed  care  arrangements 
and  their  impact  on  children  and 
adolescents:   A  briefing  report 

Washington,  DC:  Fox  Health  Policy  Consultants, 
and  McManus  Health  Policy,  1992.  66  pp. 

Contact:     Center  for  Health   Policy   Research, 
George  Washington  University,  2021   K  Street, 
N.W.,  Suite  800,  Washington,  DC  20052. 
Telephone:  (202)296-6922.  Fax:  (202)296-0025. 
$35.00;  also  available  through  the  authors. 

This  briefing  report  provides  background 
information  on  the  use  and  impact  of  medicaid 
managed  care  so  that  maternal  and  child  health 
officials  can  work  in  partnership  with  State 
medicaid  agencies  to  improve  the  design,  delivery, 
and  evaluation  of  managed  care  programs  for 
children  and  adolescents  insured  through  medicaid. 
An  overview  of  medicaid  managed  care  options  is 
followed  by  a  summary  of  States'  use  of  these 
options.  A  review  of  the  literature  of  managed  care 
includes  discussions  on  issues  of  access,  utilization, 
quality  of  care,  patient  satisfaction,  provider 
participation,  enrollment  and  disenrollment;  and 
cost  of  care  and  reimbursement.  The  fmal  chapter 
offers  possible  options  for  assuring  that  children  in 
medicaid  managed  care  receive  appropriate  health 
care. 


IRWIN    CE.    JR..    BRINDIS 
LANGLYKKE  K.  EDS. 


C.    HOLT.    KA, 


Health  care  reform:  Opportunities  for 
improving  adolescent  health 

Arlington,  VA:  National  Center  for  Education  m 
Maternal  and  Child  Health,  1994.   103  pp. 

Contact:      National    Center    for   Education    in 
Maternal  and  Child  Health,  2000  15th  Street  North, 
Suite  701,  Arlington,  VA  22201-26176. 
Telephone:  (703)524-7802.  Fax:  (703)524-9335. 
Available  for  loan. 

These  proceedings  summarize  a  working  seminar 
that  examined  how  a  reformed  health  care  system 
would  best  meet  the  health  care  needs  of 
adolescents.  The  seminar,  organized  by  the 
National  Adolescent  Health  Information  Center, 
was  held  January  10-11.  1994,  in  Washington.  DC. 
The  document  includes  six  papers  presented  at  the 


seminar  and  a  set  of  recommendations.  The  papers 
covered  a  range  of  topics  including  (1)  adolescents, 
the  health  care  delivery  system,  and  health  care 
reform;  (2)  enhancement  of  benefits  for  adolescents 
under  national  health  care  reform;  (3)  financing  of 
health  care;  (4)  protection  of  special  populations; 
(5)  training;  and  (6)  the  anticipated  role  and 
contribution  of  public  health. 


MCMANUS  MA,  FOX  HB 

Strategies  to  enhance  preventive  and 
primary  care  services  for  high-risk 
children  in  health  maintenance 
organizations 

Washington,  DC:  McManus  Health  Policy,  and 
Fox  Health  Policy  Consultants,  1995.  52  pp. 

Contact:     McManus  Health  Policy,  2  Wisconsin 
Circle,  Suite  700,  Bethesda.  MD  20815. 
Telephone:  (202)686-4797.  Fax:  (202)686-4791. 
$25.00. 

This  report  summarizes  current  information  on 
environmental,  behavioral,  and  biological  health 
risks  among  children  and  adolescents,  and  presents 
15  practical  approaches  to  enhancing  preventive 
and  primary  care  in  managed  care  arrangements. 
The  approaches  address  these  topics:  New  member 
and  community  needs  assessments;  alternative 
settings,  outreach,  telephone  advice,  prompt 
appointments,  and  integration  of  primary  and 
preventive  care;  screening,  multidisciplinary  teams, 
health  education,  and  case  management;  and 
primary  care  features  such  as  specially  trained 
providers,  mental  health  services,  flexible 
gatekeeping,  intensive  followup,  and  coordination 
with  public  health,  education,  and  social  services. 


NEWACHECK  PW.  FOX  HB.  MCMANUS  MA 

Health       insurance       coverage       of 
adolescents 

San  Francisco.  CA:    Maternal  and  Child  Health 
Policy  Research  Center,  1992.  7  items. 

Contact:    McManus  Health  Policy,  2  Wisconsin 
Circle.  Suite  700.  Bethesda.  MD  20815. 
Telephone:  (202)686-4797.  Fax:  (202)362-7125. 
Available  at  no  cheirge. 
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This  press  kit  presents  the  results  of  the  federally 
funded  3-year  study,  Health  Insurance  Coverage  of 
Adolescents  and  Young  Adults.  The  kit  contains 
the  brochure  "Health  Insurance  Advice  for  Parents 
of  Adolescents  and  for  Young  Adults"  (in  English 
and  Spanish),  an  article  about  financing  health  care 
for  adolescents,  a  news  release  on  adolescent  risk 
due  to  inadequate  health  insurance,  a  fact  sheet  on 
adolescent  health  insurance,  a  selected 
bibliography,  and  a  publications  list  and  order 
form. 


NEWACHECK  PW,  MCMANUS  MA 

Health  care  expenditure  patterns  for 
adolescents 

San  Francisco,  CA:  Institute  for  Health  Policy 
Studies,  University  of  California  at  San  Francisco, 
1990.  16  pp. 

Contact:     Institute  for  Health  Policy  Studies, 
University  of  California  at  San  Francisco,  1326 
Third  Avenue,  San  Francisco,  CA  94143. 
Telephone:     (415)  476-3896.     Available  at  no 
charge. 

This  paper  uses  data  from  the  1980  National 
Medical  Care  Utilization  and  Expenditure  Survey 
to  assess  health  care  expenditures  for  adolescents. 
Public  policies  to  improve  financing  of  health 
services  for  adolescents  are  discussed. 


of  public  and  private  sector  options  for  improving 
health  insurance  coverage  are  discussed. 


WESTERN  PENNSYLVANIA  CARING 
FOUNDATION 

Caring  program  for  children: 
[Information  packet] 

Pittsburgh,  PA:  Western  Pennsylvania  Caring 
Foundation,  1995.  5  items. 

Contact:    Caring  Program  for  Children,  Western 
Pennsylvania  Caring  Foundation,  500  Wood  Street, 
Suite  600,  Pittsburgh,  PA  15222. 
Telephone:  (412)  645-62(X).  Price  unknown. 

This  information  package  describes  programs  in 
western  Pennsylvania  that  provide  health  care 
coverage  for  uninsured  children.  The  Caring 
Program  for  Children  is  the  Nation's  first  private 
sector  health  insurance  initiative  for  children  of 
low-income  families.  Brochures  describe  this 
program  as  well  as  the  Children's  Health  Insurance 
Program  (Blue  Cross/Blue  Shield's  BlueCHIP 
program),  and  the  State  medical  assistance 
program.  Information  on  the  Caring  Program  is 
also  available  on  a  videotape  entitled 
"Public/private  Partnerships:  A  Working  Model  for 
Children's  Health  Care." 


NEWACHECK  PW,  MCMANUS  MA,  BRINDIS 
C 

Financing  health  care  for  adolescents: 
Problems,  prospects,  and  proposals 

Washington,  DC:  McManus  Health  Policy,  1990. 
13  pp. 

Contact:     Institute  for  Health  Policy  Studies, 
University  of  California  at  San  Francisco,  1326 
Third  Avenue,  San  Francisco,  CA  94143. 
Telephone:     (415)  476-3896.     Available  at  no 
charge. 

This  paper  describes  current  problems  related  to  the 
financing  of  health  services  for  adolescents.  The 
paper  focuses  special  attention  on  the  needs  of 
adolescents  from  low-income  families.   A  variety 


WESTERN  PENNSYLVANIA  CARING 
FOUNDATION 

Public /private  partnerships:  A  working 
model  for  children's  health  care,  [and] 
Caring  program  for  children:  Health 
care  for  children  in  need 

Pittsburgh,  PA:  Western  Pennsylvania  Caring 
Foundation,  n.d..  2  videotapes  (VHS  1/2  inch). 

Contact:  Western  Pennsylvania  Caring  Foundation, 
500  Wood  Street,  Suite  600,  Pittsburgh,  PA  15222. 
Telephone:  (800)  KIDS- 105.  Price  unknown. 

These  videotapes  describe  the  Caring  Program  for 
Children,  a  collaborative  effort  of  Blue  Cross  of 
Western  Pennsylvania,  Pennsylvania  Blue  Shield, 
and  the  Western  Pennsylvania  Caring  Foundation. 
Providing  primary  health  care  to  uninsured  children 
who  do  not  qualify  for  medical  assistance,  the 
program  has  enrolled  over  one-third  of  the  eligible 
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children  in  Western  Pennsylvania.  The  videotapes 
explain  the  origins  of  the  program,  its  funding,  and 
its  outreach  activities.  National  data  arc  presented 
on  children  in  poverty  and  uninsured  children,  and 
their  problems  are  portrayed  through  family 
vignettes  and  interviews.  Appearances  by  Fred 


Rogers  ("Mr.  Rogers'  Neighborhood")  and  by  local 
officials  explain  why  the  program  works  and  how 
public  and  private  resources  can  join  together  to 
help  ensure  access  to  primary  health  care  for 
children. 


HEALTH  EDUCATION 
AND  PROMOTION 


OKLAHOMA    STATE    DEPARTMENT    OF 
HEALTH 


Adolescent       health 
guidelines.    (Rev.  ed.) 


conference 


Oklahoma  City,  OK:  Oklahoma  State  Department 
of  Health,  1991.  37  pp. 

Contact:      Maternal   and  Child   Health  Service. 
Oklahoma  State  Department  of  Health.  1(X)()  N.E. 
Tenth  Street,  Oklahoma  City.  OK  731  17. 
Telephone:    (405)  271-4476.    Contact  source  for 
publication. 

This  manual  provides  practical  guidelines  for 
organizing  and  implementing  adolescent  health 
conferences,  from  topic  selection  to  timelines, 
publicity,  and  evaluations.  During  the  8-year 
period  preceding  publication  of  the  manual,  local 
schools,  health  departments,  and  other  community 
organizations  have  worked  collaboratively  in  many 
Oklahoma  communities  to  conduct  1-day 
conferences  to  provide  a  forum  for  adolescents  to 
gather  information  and  interact  with  peers,  health 
professionals,  and  educators,  identify  community 
resources  for  adolescents,  parents,  and  educators; 
and  raise  community  awareness  of  adolescent 
problems  and  needs.  The  guidelines  are  integrated 
with  the  "Healthy  Youth  2000"  objectives  that 
encourage  local  communities  to  actively  engage  in 
creating  an  environment  that  supports  and  sustains 
health-promoting  practices. 


PARKER JN 

How  to  write  a  module 

Charleston,  WV:  Office  of  Maternal  and  Child 
Health,  West  Virginia  Bureau  of  Public  Health, 
1994.  7  pp. 

Contact:  Adolescent  Health  Initiative,  Office  of 
Maternal  and  Child  Health,  West  Virginia  Bureau 
of  Public  Health,  1411  Virginia  Street  East, 
Charleston,  WV  25301. 

Telephone:  (304)558-5388.  Fax:  (304)558-2183. 
FYice  unknown. 

This  manual  provides  instructions  for  health  care 
professionals  in  developing  adolescent  education 
modules.  Included  are  suggestions  for  content  and 
goals,  group  size,  materials  needed,  physical 
settings,  resources,  promotion,  and  processes 
including  preparation  and  planning,  volunteer 
group  activities,  and  evaluations. 


PICKETT  OK,  WIGTON  AB,  COLE  EZ,  COMPS. 

Patient     education     materials:         A 
resource  guide 

Washington.  DC:  National  Center  for  Education  in 
Maternal  and  Child  Health,  1991.  66  pp. 

Contact:  Librarian,  National  Center  for  Education 
in  Maternal  and  Child  Health.  2000  15th  Street 
North.  Suite  701.  Arlington,  VA  22201-2617. 
Telephone:  (703)524-7802.  Fax:  (703)524-9335. 
Available  for  loan;  updated  by  Sources  of 
Consumer  Health  Information:  Selections  from  the 
NCEMCH  Reference  Collection  and  the  NCEMCH 
Organization  Database,  May  and  June  1995,  $5.00. 
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This  bibliography  provides  information  about 
sources  of  patient  education  materials  in  maternal 
and  child  health,  including  cultural  diversity, 
disease  prevention,  medications,  self-help  and 
support  groups,  women's  and  infants'  health, 
childbirth,  adolescent  health,  child  abuse 
prevention,  oral  health,  school  health,  nutrition, 
breastfeeding,  chronic  illnesses,  disabling 
conditions,  genetic  conditions,  alcohol  and  other 


drug  abuse,  and  injury  prevention.  The 
bibliography  describes  publications  that  list  patient 
education  materials,  the  publishers  of  these 
materials,  and  Federal  health  information 
clearinghouses  that  are  sources  of  further 
information.  An  index  of  organization  names  is 
included. 


HIV/AIDS 


AMERICAN  ACADEMY  OF  PEDIATRICS, 
DEPARTMENT  OF  RESEARCH 

AIDS  and  human  sexuality: 
Development  and  research  evaluation 
of  an  educational  program  for  primary 
care  physicians — Final  report: 
Executive  summary 


Elk  Grove  Village,  IL: 
Pediatrics,  1994.  20  pp. 


American  Academy  of 


Contact:    American  Academy  of  Pediatrics,  141 
Northwest  Point  Boulevard,  P.O.  Box  927,  Elk 
Grove  Village,  IL  60009-0927. 
Telephone:     (800)  433-9016  or  (847)  228-5005. 
Fax:  (847)228-5097.  Price  unknown. 

This  summary  report  describes  a  joint  project 
between  the  American  Academy  of  Pediatrics  and 
the  National  Institute  of  Child  Health  and  Human 
Development  to  design,  implement,  and  evaluate  a 
continuing  medical  education  (CME)  course.  The 
course  would  facilitate  interactions  between 
pediatricians  and  their  patients  and  families  on 
issues  relating  to  AIDS  and  sexuality.  The  report 
summarizes  the  steps  involved  in  the  course  design, 
including  conducting  a  needs  assessment, 
developing  goals  and  objectives  to  guide  the 
course,  using  an  experimental  research  design  to 
examine  the  effectiveness  of  the  course,  and 
evaluating  the  final  course.  Included  is  a 
discussion  of  the  process  and  recommendations  for 
future  CME  courses  and  future  research. 


BOLAND  MG,  EPSTEIN  SG,  TAYLOR  AB 

Building  quality:  Indicators  for  family- 
centered  care  in  HIV  health  services  for 
children,  youth  and  families 

Newark,  NJ:  National  Pediatric  HIV  Resource 
Center;  Boston,  MA:  New  England  SERVE,  1994. 
81pp. 

Contact:   National  Pediatric  HIV  Resource  Center, 
15  South  9th  Street,  Newark,  NJ  07107. 
Telephone:     (800)  362-0071  or  (201)  268-8251. 
$10.00. 

This  book  provides  standards  for  assessing  the 
quality  of  care  delivered  to  children  and  youth  who 
are  HIV-positive  or  who  have  AIDS,  and  to  their 
families.  Providers,  families,  and  government 
officials  collaborated  to  produce  these  standards, 
which  are  based  upon  the  standards  in  "Enhancing 
Quality:  Standards  and  Indicators  of  Quality  Care 
for  Children  with  Special  Health  Care  Needs", 
developed  and  published  by  New  England  SERVE 
at  the  Massachusetts  Health  Research  Institute,  Inc. 
The  book  is  organized  into  five  sections: 
Individualized  services  received  by  the  child  and 
the  family,  activities  of  health  professionals  in 
delivering  services,  responsibilities  of  health  care 
agencies,  the  State  health  department's  role  in 
developing  policies,  and  possible  contributions  of 
advocacy  groups.  The  book  also  contains  a 
glossary  of  commonly  used  terms. 
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BROWN  TW,  ALIZA  B 

A  changing  epidemic:  How  State  Title 
V  programs  are  addressing  the  spread 
of  HIV/AIDS  in  women,  children,  and 
youth 

Washington,  DC:  Association  of  Maternal  and 
Child  Health  Programs,  1995.  80  pp. 

Contact:  National  Maternal  and  Child  Health 
Clearinghouse,  2070  Chain  Bridge  Road,  Suite  450, 
Vienna,  V A  22182-2536. 

Telephone:  (703)821-8955.  Fax:  (703)821-2098. 
Available  at  no  charge. 

This  report  presents  survey  findings  concerning  the 
activities  of  State  Title  V  agencies  relating  to  (1) 
serving  women  and  children  with  HIV  infection 
and  AIDS,  and  (2)  supporting  comprehensive 
school  health  programs  with  a  focus  on  HIV 
prevention  education.  Recommendations  are  also 
presented.  The  appendices  list  the  components  of  a 
comprehensive  school  health  program  and  include 
the  survey  instrument. 


KUNINS  H.  HhlN  K.  lU  I'lbRMAN  D.  lAFLbY 
E,  ELLIOT  AS 

Guide  to  adolescent  HIV /AIDS  program 
development 

Journal  of  Adolescent  Health.  14(5)  Supplement: 
1S-140S.  July  1993,. 

Contact:    Elsevier  Science  Publishing  Company, 

655  Avenue  of  the  Americas.  New  York,  NY 

10010. 

Telephone:  (212)633-3950.  Fax:  (212)633-3990. 

Price  unknown. 

This  supplementary  issue  of  the  "Journal  of 
Adolescent  Health"  describes  procedures  for 
developing  and  implementing  an  adolescent 
HIV/AIDS  treatment  and  prevention  program.  The 
authors  draw  on  their  experiences  with  such  a 
program  at  Montefiore  Medical  Center  in  New 
York  City.  They  devote  chapters  to  the  topics  of 
epidemiology;  HIV  counseling  and  testing; 
HIV/AIDS  medical  management;  psychological 
and  social  assessment  and  treatment;  case 
management;  individual  risk  assessment  and 
reduction;  group  education  and  support  for 
adolescents;  targeted  outreach;  and  administrative 
and  legal  issues.    This  publication  was  funded  in 


part  by  grants  from  the  New  York  State  Department 
of  Health  AIDS  Institute,  the  Health  Resources  and 
Services  Administration's  AIDS  Education  and 
Training  Center,  and  the  Pediatric  AIDS  Health 
Care  Demonstration  Project. 


NATIONAL  PEDIATRIC  HIV  RESOURCE 
CENTER 

Pediatric/family  AIDS  health  care 
demonstration  program:    Directory 

Newark,  NJ:  National  Pediatric  HIV  Resource 
Center,  1993-. 

Contact:   National  Pediatric  HIV  Resource  Center, 
15  South  Ninth  Street,  Newark.  NJ  07107. 
Telephone:    (800)  362-0071  or  (201)  268-8251. 
Fax:  (201)485-2752.  Price  unknown. 

This  directory  lists  the  organizations  involved  in 
the  Pediatric/Family  AIDS  Demonstration  Project 
in  the  United  States.  It  describes  the  goals  of  the 
program  and  lists  lead  organizations  and  affiliates 
that  provide  comprehensive  direct  services.  Entries 
are  organized  by  State,  with  contact  information 
provided  for  each  organization.  The  directory  lists 
organizations  involved  in  the  Hemophilia  Special 
Initiatives,  as  well  as  those  that  provide  training  or 
technical  assistance. 


NATIONAL  PEDIATRIC  HIV  RESOURCE 
CENTER 

Proceedings  document  from  the 
National  Workshop  on  HIV  and 
Adolescents 

Newark,  NJ:  National  Pediatric  HIV  Resource 
Center,  1993.  27  pp. 

Contact:   National  Pediatric  HIV  Resource  Center, 
15  South  Ninth  Street,  Newark.  NJ  07107. 
Telephone:    (800)  362-0071  or  (201)  268-8251. 
Available  at  no  charge. 

These  proceedings  summarize  the  findings  of  five 
working  groups  that  met  at  the  National  Workshop 
on  HIV  and  Adolescents,  held  March  17.  1993. 
The  workshop  brought  together  adolescents  with 
HIV,  health  care  providers,  and  community 
representatives  to  discuss  issues  pertaining  to 
practice,  research,  and  policies  affecting  the  care  of 
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young  people  with  HIV  infection.  The  proceedings 
include  an  introduction,  consensus  statement, 
reports  from  each  working  group,  and  passages 
drawn  from  the  personal  narratives  of  adolescents 
attending  the  workshop. 


REYNOLDS  S,  REMAFEDI  G,  YAOKAM  J, 
CWAYNA  K 

Surviving  AIDS:  Simple  answers  to 
complex  questions  about  AIDS  and 
adolescent  homosexuality 

Minneapolis,  MN:  Youth  and  AIDS  Project, 
University  of  Minnesota,  1991.  37  pp.,  1  videotape 
(15:10  minutes). 

Contact:  Youth  and  AIDS  Project,  University  of 
Minnesota,  428  Oak  Grove  Street,  Minneapolis, 
MN  55403. 

Telephone:  (612)  627-6826.  $5.00  book,  $50.00 
videotape;  includes  shipping  and  handling.  Make 
checks  payable  to  the  University  of  Minnesota 
Youth  and  AIDS  Project. 

This  book  and  videotape  were  developed  by  the 
staff  of  the  Youth  and  AIDS  Project  at  the 
University  of  Minnesota  to  provide  answers  to 


commonly  asked  questions  about  AIDS  and 
adolescent  homosexuality.  The  book  is  designed 
for  professionals,  but  the  answers  are  also 
appropriate  to  share  with  interested  high  school 
students.  Developed  for  health  care  professionals 
and  for  adolescents,  the  videotape  portrays  six  gay 
and  lesbian  youths  who  share  their  life  experiences 
on  such  topics  as  homosexuality,  loneliness, 
confusion,  depression,  alcohol  and  other  drug  use, 
support  systems,  and  AIDS  prevention. 


YOUTHCARE 

Teen  AIDS  prevention  education 

Seattle,  WA:  YouthCare,  n.d.   1  p. 

Contact:  YouthCare,  1020  Virginia  Street,  Seattle, 

WA  98101. 

Telephone:  (206)622-3187. 

This  brochure  describes  the  Teen  AIDS  Prevention 
Education  (TAPE)  training  sessions  provided  by 
YouthCare.  The  training  sessions  are  designed  to 
assist  youth  service  workers  who  come  into  contact 
with  high-risk  adolescents  in  developing  the 
practical  skills  needed  to  provide  HIV/AIDS  risk 
reduction  counseling  to  their  clients. 


INJURY  AND  VIOLENCE 
PREVENTION 


BRINK  S,  GALLAGHER  S 

Evaluating  injury  prevention  programs 

Arlington,  VA:  Children's  Safety  Network 
National  Injury  and  Violence  Prevention  Resource 
Center,  National  Center  for  Education  in  Maternal 
and  Child  Health,  1992.  2  pp. 

Contact:     Children's  Safety  Network,  National 

Center  for  Education  in  Maternal  and  Child  Health, 

2000  15th  Street  North,  Suite  701,  Arlington,  VA 

22201. 

Telephone:  (703)524-7802.  Fax:  (703)524-9335. 

Available  at  no  charge. 

This  two-page  document  provides  a  practical 
introduction  to  issues  and  concerns  related  to 


evaluation  of  injury  prevention  programs.  The 
authors  emphasize  a  careful  examination  of 
multiple  impact  points  (i.e.,  all  factors  that  may 
influence  an  outcome)  that  occur  in  an  intervention. 
The  document  presents  a  series  of  eight  questions 
as  a  cursory  guide  to  help  evaluators  trace  possible 
impact  points  and  to  identify  intermediate 
variables. 


CHILDREN'S  SAFETY  NETWORK 

A  data  book  of  child  and  adolescent 
injury 

Washington,  DC:     Children's  Safety  Network 
National  Injury  and  Violence  Prevention  Resource 
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Center,  National  Center  for  Education  in  Maternal 
and  Child  Health,  1991.  69  pp.,  41  slides. 

Contact:  Librarian,  National  Center  for  Education 
in  Maternal  and  Child  Health,  2000  15th  Street 
North,  Suite  701,  Arlington,  VA  22201-2617. 
Telephone:  (703)524-7802.  Fax:  (703)524-9335. 
Publication  and  slides  available  for  loan; 
publication  also  available  from  ERIC  Document 
Reproduction  Service,  7420  Fullerton  Road,  Suite 
110,  Springfield,  VA  22153-2852.  Telephone: 
(800)  443-ERIC. 

This  data  book  and  a  related  set  of  slides  present 
information  from  several  Federal  agencies  on  the 
nature  and  incidence  of  unintentional  and 
intentional  injuries  among  U.S.  children  and 
adolescents  ages  1-19.  The  book  is  divided  into 
five  sections:  (1)  Overview — comparisons  between 
injury  and  diseases,  international  comparisons;  (2) 
mortality  —  major  causes  of  injury  by 
developmental  stage,  mortality  data  compared  to 
morbidity  data;  (3)  unintentional  injury — motor 
vehicles,  pedestrians,  bicycles,  drowning  and  near 
drowning,  fires  and  burns,  unintentional  firearms, 
poisoning,  falls,  occupational  injuries,  farm 
injuries,  sports,  toys  and  recreational  equipment; 
(4)  violence — homicide,  assault,  suicide,  child 
abuse  and  neglect,  rape;  and  (5)  interventions — 
chart  by  age  group,  the  cost  of  injury,  suggestions 
for  ways  to  prevent  child  and  adolescent  injury.  An 
appendix  presents  1988  injury  mortality  rates  for 
children  ages  1-4.  5-9,  10-14,  and  15-19,  for  II 
major  injury  categories. 


CHILDREN'S  SAFETY  NETWORK 

Biblio  alert!  New  resources  for 
preventing  injury  and  violence:  Focus 
on  firearms 

Arlington,  VA:  Children's  Safety  Network 
National  Injury  and  Violence  Prevention  Resource 
Center,  National  Center  for  Education  in  Maternal 
and  Child  Health,  1993.   13  pp. 

Contact:  National  Maternal  and  Child  Health 
Clearinghouse,  2070  Chain  Bridge  Road,  Suite  450, 
Vienna,  VA  22182-2536. 

Telephone:  (703)821-8955.  Fax:  (703)821-2098. 
Available  at  no  charge. 

This  bibliography  lists  both  new  and  classic 
materials  on  the  subject  of  firearms,  including 
journal  articles,  books,  reports,  and  materials  from 
the  popular  press. 


CHILDREN'S  SAFETY  NETWORK 

Biblio  alert!  New  resources  for 
preventing  injury  and  violence:  Focus 
on  alcohol  and  injury 

Arlington.  VA:  Children's  Safety  Network 
National  Injury  and  Violence  Prevention  Resource 
Center,  National  Center  for  Education  in  Maternal 
and  Child  Health.  1994.    14  pp. 

Contact:  National  Maternal  and  Child  Health 
Clearinghouse,  2070  Cham  Bridge  Road.  Suite  450, 
Vienna,  VA  22182-2536. 

Telephone:  (703)821-8955.  Fax:  (703)821-2098. 
Available  at  no  charge. 

This  bibliography  lists  both  new  and  classic 
materials  on  the  subject  of  alcohol  and  injury. 
Areas  covered  include  community  action  and 
program  development,  public  policy  approaches, 
resources  focused  on  women,  and  resources 
focused  on  persons  of  color. 


CHll.DRIN  S  SAIITY  NETWORK 

Building  safe  communities:  State  and 
local  strategies  for  preventing  injury 
and  violence 

Arlington,  VA:  Children's  Safely  Network 
National  Injury  and  Violence  Prevention  Resource 
Center.  National  Center  for  Education  in  Maternal 
and  Child  Health,  1994.    190  pp. 

Contact:  National  Maternal  and  Child  Health 
Clearinghouse,  2070  Chain  Bridge  Road,  Suite  450, 
Vienna,  VA  22182-2536. 

Telephone:  (703)821-8955.  Fax:  (703)821-2098. 
$24.00,  2-3  copies  $20.00  each.  4  or  more  copies 
$18.00  each;  prepayment  required. 

This  manual  describes  injury  prevention  projects 
implemented  in  several  States  by  State  and  local 
departments  of  health,  and  other  health/injury- 
related  entities.  Interventions  cover  12  specific 
injuries  and  2  overarching  contributing  factors — 
firearms  and  alcohol.  For  each  project,  the  manual 
describes  the  problem,  the  project  objective(s), 
components,  maternal  and  child  health  (MCH)  role, 
resources  needed,  lessons  learned,  and  evaluation. 
The  case  studies  are  indexed  by  age  group 
protected,  by  primary  target  audience,  by  State,  and 
by  MCH  setting.     Appendices  include  nine  key 
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injury    prevention    activities    for    State    MCH 
agencies,  and  a  sample  case  study  format. 


CHILDREN'S  SAFETY  NETWORK 

Child  Health  Day  1991:  A  selected 
annotated  bibliography 

Washington,  DC:  Children's  Safety  Network 
National  Injury  and  Violence  Prevention  Resource 
Center,  National  Center  for  Education  in  Maternal 
and  Child  Health,  1991.  31  pp. 

Contact:   Librarian,  National  Center  for  Education 
in  Maternal  and  Child  Health,  2000  15th  Street 
North,  Suite  701,  Arlington,  VA  22201-2617. 
Telephone:  (703)524-7802.  Fax:  (703)524-9335. 
Photocopy  available  at  no  charge. 

This  annotated  bibliography  includes  items 
recommended  by  members  of  the  planning 
committee  for  Child  Health  Day  1991.  Sections  of 
the  bibliography  address  overviews  of  injury  issues; 
injury  data;  program  components  (overview, 
program  development,  advocacy,  coalition 
building,  and  training);  and  injury  types  and  causes 
(overview,  bicycles,  child  care,  drowning,  falls, 
firearms,  fire/burns,  motor  vehicles,  occupational 
injuries,  pedestrians,  playgrounds,  sports,  toys,  and 
violence).  The  bibliography  also  contains  resource 
lists. 


Health  Services  Block  Grant  Program.  It  provides 
suggestions  for  describing  the  extent  of  child  and 
adolescent  injury  and  violence  problems  within  the 
State,  integrating  effective  injury  and  violence 
prevention  interventions  in  the  State's  annual  plan, 
including  injury  information  in  the  application,  and 
enabling  State  MCH  agencies  to  link  proposed 
strategies  to  identified  problems.  Appendices 
include  a  bibliography  of  resources,  examples  of 
MCH  settings  where  injury  prevention  topics  can 
be  addressed,  key  activities  for  a  comprehensive 
MCH  injury  prevention  program,  "Healthy  People 
2000"  objectives  related  to  injury  prevention,  a  list 
of  MCH  regional  injury  prevention  liaisons,  and 
information  about  the  Children's  Safety  Network. 


CHILDREN'S  SAFETY  NETWORK 

Including  injury  in  FY  92  Title  V  grant 
applications:  Suggestions  to  State 
MCH  agencies 

Washington,  DC:  Children's  Safety  Network 
National  Injury  and  Violence  Prevention  Resource 
Center,  National  Center  for  Education  in  Maternal 
and  Child  Health,  1991.  38  pp. 

Contact:   Librarian,  National  Center  for  Education 
in  Maternal  and  Child  Health,  2000  15th  Street 
North,  Suite  701,  Arlington,  VA  22201-2617. 
Telephone:  (703)524-7802.  Fax:  (703)524-9335. 
Available  for  loan. 


CHILDREN'S  SAFETY  NETWORK 

Including  injury  and  violence  in  FY  96 
Title  V  grant  applications:  Suggestions 
to  State  MCH  agencies 

Newton,  MA:  Children's  Safety  Network  National 
Injury  and  Violence  Prevention  Resource  Center, 
Education  Development  Center,  1994.  25  pp. 

Contact:  Children's  Safety  Network,  Education 
Development  Center,  55  Chapel  Street,  Newton, 
MA  02158. 

Telephone:  (617)969-7100.  Fax:  (617)244-3436. 
Available  at  no  charge. 

This  report  is  designed  for  State  maternal  and  child 
health  (MCH)  agencies  to  use  in  completing  FY 
1996  grant  applications  under  Title  V,  and  should 
be  used  in  conjunction  with  the  Guidance  for  State 
Grant  Applications  for  the  Maternal  and  Child 


This  report  was  designed  for  State  maternal  and 
child  health  (MCH)  agencies  to  use  in  completing 
FY  1992  Title  V  grant  applications  and  should  be 
used  in  conjunction  with  the  Guidance  for  State 
Grant  Applications  for  the  Maternal  and  Child 
Health  Services  Block  Grant  Program.  Based  on  a 
review  of  14  FY  1991  State  applications,  the  report 
addresses  ways  to  integrate  information  concerning 
violence  and  unintentional  injury  control  within  FY 
1992  applications.  The  report  presents  information 
on  needs  assessments  and  program  plans  in  detail, 
providing  examples  from  State  applications. 
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Injury     prevention     outlook:  An 

assessment  of  injury  prevention  in 
State  maternal  and  child  health 
agencies 

Newton,  MA:  Children's  Safety  Network  National 
Injury  and  Violence  Prevention  Resource  Center, 
Education  Development  Center,  1992.  21  pp. 

Contact:  Children's  Safety  Network,  Education 
Development  Center,  55  Chapel  Street,  Newton, 
MA  02158-1060. 

Telephone:  (617)  969-7100,  Single  copies 
available  at  no  charge. 

This  report  presents  the  findings  of  an  assessment 
of  the  status  of  Slate  maternal  and  child  health 
injury  prevention  program  activities.  The  authors 
outline  key  elements  of  a  comprehensive  statewide 
injury  prevention  program:  Placement  of  an  injury 
prevention  coordinator  within  maternal  and  child 
health  agencies,  funding;  advocacy,  needs 
assessment;  data  improvement;  an  intervention 
plan;  support  and  guidance  for  local  programs; 
evaluation;  and  collaboration. 


Preventing  adolescent  unintentional 
injuries:  A  resource  guide  for  MCH 
professionals 

Ncwion.  MA:  Children's  Safety  Network  National 
Injury  and  Violence  Prevention  Resource  Center, 
Education  Development  Center,  1993.  52  pp. 

Contact:    Children's  Safety  Network,  Education 

Development  Center.  55  Chapel  Street,  Newton, 

MA  02158-1060. 

Telephone:     (617)  969-7100.     Available  at  no 

charge. 

This  manual  provides  information  and  descriptions 
of  existing  injury  prevention  resources  and 
strategics  for  use  by  maternal  and  child  health 
(MCH)  agencies  in  their  own  settings.  This 
resource  addresses  unintentional  injuries  including 
those  caused  by  motor  vehicles,  alcohol  and  other 
drug  abuse,  recreational  activities,  and  occupational 
activities,  and  includes  an  overview  of  the  problem, 
a  brief  description  of  current  State  MCH  responses 
to  adolescent  injuries,  sample  MCH  activities,  and 
an  annotated  bibliography  of  66  additional 
publications. 


CHILDREN'S  SAFETY  NETWORK 

Injury  prevention  professionals:  A 
national  directory 

Washington,  DC:  Children's  Safety  Network 
National  Injury  and  Violence  Prevention  Resource 
Center,  National  Center  for  Education  in  Maternal 
and  Child  Health,  1992.  500  pp. 

Contact:     National  Maternal  and  Child  Health 

Clearinghouse,  2070  Chain  Bridge  Road,  Suite  450. 

Vienna.  VA  22182-2536. 

Telephone:  (703)821-8955.  Fax:  (703)821-2098. 

$15.00. 

This  directory  lists  more  than  1.200  professionals  in 
the  field  of  injury  prevention.  The  information  is 
organized  in  two  sections — specialty  and 
geographic  location. 


CHILDREN'S  SAFETY  NETWORK 
Public  policy  packet 

Arlington.  VA:  Children's  Safety  Network 
National  Injury  and  Violence  Prevention  Resource 
Center,  National  Center  for  Education  in  Maternal 
and  Child  Health,  1992.  ca.  30  pp. 

Contact:     Children's  Safety  Network,  National 

Center  for  Education  in  Maternal  and  Child  Health, 

200  15th  Street  North,  Suite  701.  Arlington.  VA 

22201-2617. 

Telephone:  (703)524-7802.  Fax:  (703)524-9335. 

This  information  package  was  developed  by  the 
Children's  Safety  Network  for  the  Violence  and 
Unintentional  Injury  Prevention  Projects  Meeting 
(January  1992).  sponsored  by  the  Maternal  and 
Child  Health  Bureau.  The  package  provides 
information  to  assist  individuals  meeting  with 
elected  officials  and  key  staff  concerning  child  and 
adolescent  injury  prevention.  Included  are  factual 
and  statistical  handouts  as  well  as  how-to  materials 
on  dealing  with  the  media,  preparing  an  agenda  and 
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goals,  preparing  and  presenting  testimony,  and 
other  issues. 


CHILDREN'S  SAFETY  NETWORK 
ADOLESCENT  VIOLENCE  PREVENTION 
RESOURCE  CENTER 

CSNotes 

Newton,  MA:  Children's  Safety  Network 
Adolescent  Violence  Prevention  Resource  Center, 
Education  Development  Center,  1992-.  Irregular. 

Contact:  Children's  Safety  Network  Adolescent 
Violence  Prevention  Resource  Center,  Education 
Development  Center,  55  Chapel  Street,  Newton, 
MA  02158. 

Telephone:  (617)  969-7100,  ext.  2215.  Fax:  (617) 
244-3436.  Single  copies  available  at  no  charge. 

Each  issue  of  this  newsletter  focuses  on  a  topic  of 
interest  to  professionals  promoting  the  safety  of 
children  and  adolescents.  Selected  topic  issues 
have  addressed  the  organization  and  purpose  of  the 
Children's  Safety  Network,  domestic  violence, 
injuries  to  adolescents,  and  injuries  in  the  school 
environment.  Several  issues  have  listed  new 
publications,  products,  or  resources. 


CHILDREN'S  SAFETY 
ADOLESCENT  VIOLENCE 
RESOURCE  CENTER 


NETWORK 
PREVENTION 


Dating  violence  prevention  programs, 
curricula,  and  other  educational 
materials.    (Rev.  ed.) 

Newton,  MA:  Children's  Safety  Network 
Adolescent  Violence  Prevention  Resource  Center, 
Education  Development  Center,  1993.  9  pp. 

Contact:  Children's  Safety  Network  Adolescent 
Violence  Prevention  Resource  Center,  Education 
Development  Center,  55  Chapel  Street,  Newton, 
MA  02158-1060. 

Telephone:  (800)  225-4276  or  (617)  969-7100. 
Fax:  (617)244-3436.  Price  unknown. 

This  bibliography  lists  programs  that  seek  to 
prevent  dating  violence,  and  provides  contact 
information  along  with  a  listing  of  publications  and 
videocassettes;  a  separate  section  lists  programs 
focusing  specifically  on  males.   The  bibliography 


also  lists  other  resources  produced  by  distributors 
who  do  not  operate  prevention  programs.  The 
materials  included  are  directed  toward  both 
adolescent  and  adult  populations,  with  primary 
emphasis  on  adolescents. 


CHILDREN'S  SAFETY  NETWORK 
ADOLESCENT  VIOLENCE  PREVENTION 
RESOURCE  CENTER 

Options 

Newton,  MA:  Children's  Safety  Network 
Adolescent  Violence  Prevention  Resource  Center, 
Education  Development  Center,  1993-.  Irregular. 

Contact:     CSN  Adolescent  Violence  Prevention 
Resource  Center,  Education  Development  Center, 
55  Chapel  Street,  Newton,  MA  02158-1060. 
Telephone:  (800)  225-4276  or  (617)  969-7100,  ext. 
2359.  Fax:  (617)244-3436.  Price  unknown. 

This  newsletter  contains  articles  of  interest  to 
professionals  who  work  on  violence  prevention 
programs  for  children  and  adolescents.  It  also 
provides  announcements  and  summaries  of  select 
State  MCH  agency  prevention  efforts,  and  lists  new 
resources  and  upcoming  conferences.  One  issue 
contained  an  insert  listing  programs  and  resources 
on  children  as  witnesses.  Articles  published  to  date 
have  covered  the  following  topics:  Children, 
adolescents,  and  firearms;  teen  dating  violence; 
children  as  witnesses  to  community  violence; 
pediatricians  and  violence  prevention;  and  police 
responses  to  child  witnesses. 


CHILDREN'S  SAFETY 
ADOLESCENT  VIOLENCE 
RESOURCE  CENTER 


NETWORK 
PREVENTION 


Taking  action  to  prevent  adolescent 
violence:  Educational  resources  for 
schools  and  community  organizations 

Newton,  MA:  Children's  Safety  Network 
Adolescent  Violence  Prevention  Resource  Center, 
Education  Development  Center,  1995.   146  pp. 

Contact:  Children's  Safety  Network,  Education 
Development  Center,  55  Chapel  Street,  Newton, 
MA  02158-1060. 
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Telephone:  (800)  225-4276  or  (617)  969-7100,  ext. 
2215.  Fax:  (617)  244-3436.  $10.00  includes 
shipping  and  handling. 

This  annotated  bibliography  lists  violence 
prevention  curricuiums.  videotapes,  and  other 
resource  materials  for  professionals  working  to 
prevent  violent  behavior  by  adolescents  in  a  .school 
setting.  The  introduction  provides  a  background  in 
three  areas:  Youth  violence,  evaluation  of  violence 
prevention  programs,  and  considerations  for 
selecting  and  implementing  violence  prevention 
curricuiums.  A  listing  of  the  distributors  and  an 
index  are  also  included. 


CHILDREN'S  SAFETY  NETWORK.  AND 
MASSACHUSETTS  DEPARTMENT  OF  PUBLIC 
HEALTH.  OCCUPATIONAL  HEALTH 
SURVEILLANCE  PROGRAM 

Protecting  working  teens:  A  public 
health  resource  guide 

Newton,  MA:  Children's  Safety  Network  National 
Injury  and  Violence  Prevention  Resource  Center, 
Education  Development  Center,  1995.  63  pp. 

Contact:  Children's  Safety  Network.  Education 
Development  Ccnlcr,  55  Chapel  Street.  Newton, 
MA  02158-1060. 

Telephone:  (617)  969-7100  or  (800)  225-4276, 
Fax:  (617)244-3436.  $8.00  includes  shipping  and 
handling;  prepayment  required;  make  checks 
payable  to  Education  Development  Center. 

This  resource  guide  addresses  the  problem  of 
occupational  injuries  to  adolescents.  It  provides 
background  information  and  suggests  ways  to 
develop  prevention  strategies.  The  guide  also 
contains  resources  for  prevention,  including  work 
injury  data  sources,  agencies  and  organizations, 
selected  readings,  and  a  summary  on  Federal  child 
labor  laws. 


National  Public  Services  Research  Institute,  1994. 
9  fact  sheets. 

Contact:  Children's  Safety  Network  Economics 
and  Insurance  Resource  Center,  National  Public 
Services  Research  Institute,  8201  Corporate  Drive. 
Suite  220,  Landovcr.  MD  20785. 
Telephone:  (301)731-9891.  Fax:  (301)731-6649. 
Available  at  no  charge. 

This  set  of  fact  sheets  examines  the  costs  associated 
with  various  unintentional  childhood  injuries  and 
the  health  care  savings  that  can  be  realized  when 
preventive  measures  are  taken.  The  fact  sheets 
present  a  general  overview  of  the  current  medical 
costs  of  childhood,  adolescent,  and  young  adult 
injuries  and  deaths;  specific  cost  savings  related  to 
the  use  of  bicycle  helmets,  child  safety  seats, 
poison  control  centers,  and  injury  prevention 
counseling  by  pediatricians;  definitions  and 
concepts  related  to  injury  prevention  costs  and 
savings,  and  quality  of  life  calculation  methods;  the 
incidence  of  gunshot  wounds  and  the  costs  incurred 
as  a  result  of  these  injuries;  and  ways  that  lower 
speed  limits  save  time,  lives,  and  money. 


CHILDREN'S  SAFETY  NETWORK  INJURY 
DATA  TECHNICAL  ASSISTANCE  CENTER 

Injury  facts  and  flgures:  A  database  of 
injury  quotes  and  citations 

San  Diego.  CA:  Children's  Safely  Network  Injury 
Data  Technical  Assistance  Center,  San  Diego  State 
University,  1994.  ca.  75  pp. 

Contact:  Children's  Safety  Network  Injury  Data 
Technical  Assistance  Center.  California  Center  for 
Childhood  Injury  Prevention,  San  Diego  State 
University,  6505  Alvarado  Road.  Suite  208,  San 
Diego,  C A  92120. 

Telephone:  (619)594-3691.  Fax:  (619)594-4293. 
Price  unknown. 


CHILDREN'S  SAFETY  NETWORK 
ECONOMICS  AND  INSURANCE  RESOURCE 
CENTER 


Childhood  injury: 
facts 


Cost  and  prevention 


Landover,    MD:      Children's    Safety    Network 
Economics    and    Insurance    Resource    Center. 


This  bibliography  is  a  print  version  of  the  Injury 
Facts  and  Figures  data  base,  which  contain  facts, 
statistical  data,  and  brief  resource  quotations  on 
violent  and  unintentional  injuries.  For  each  record, 
a  quote  and  citation  is  given.  Topics  include 
alcohol,  assault,  bicycle  and  pedestrian  injuries, 
family  violence,  firearms,  head  injuries,  motor 
vehicle  injuries,  rape  and  sexual  assault,  and 
resource  quotations  pertaining  to  different 
environments  and  geographic  locales.  The 
bibliography  includes  instructions  on  how  to  use 
the  resource  information,  notes  the  availability  of 
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the  data  base  in  specific  software  formats,  reviews 
the  purposes  of  the  Children's  Safety  Network,  and 
summarizes  the  services  offered  by  the  Injury  Data 
Technical  Assistance  Center. 


injury  prevention.  Also  included  are  a  list  of  key 
activities  for  a  comprehensive  injury  prevention 
program,  a  State  MCH  profile  key,  mailing  lists  of 
MCH  directors,  MCH  injury  prevention  contacts, 
lead  State  injury  contacts,  other  injury  contacts,  and 
adolescent  health  coordinators  for  each  State. 


CHILDREN'S  SAFETY  NETWORK  NATIONAL 
INJURY  AND  VIOLENCE  PREVENTION 
RESOURCE  CENTER 

Injuries  in  the  school  environment:  A 
resource  packet 

Newton,  MA:  Children's  Safety  Network  National 
Injury  and  Violence  Prevention  Resource  Center, 
Education  Development  Center,  1994.   16  pp. 

Contact:  Children's  Safety  Network,  Education 
Development  Center,  55  Chapel  Street,  Newton, 
MA  02158. 

Telephone:  (617)969-7100.  Fax:  (617)527-4096. 
Available  at  no  charge. 

This  information  package  includes  an  essay  on 
school  safety,  a  fact  sheet  on  injuries  occurring  at 
school,  vignettes  of  circumstances  surrounding 
such  injuries,  examples  of  State  agencies 
addressing  school  injuries,  and  an  annotated 
bibliography  on  the  topic. 


CHILDREN'S  SAFETY  NETWORK  NATIONAL 
INJURY  AND  VIOLENCE  PREVENTION 
RESOURCE  CENTER 

State  MCH  injury  prevention  profiles 

Newton,  MA:  Children's  Safety  Network  National 
Injury  and  Violence  Prevention  Resource  Center, 
Education  Development  Center,  1993-.  Annual. 

Contact:  Children's  Safety  Network,  Education 
Development  Center,  55  Chapel  Street,  Newton, 
MA  02158. 

Telephone:  (617)969-7100.  Fax:  (617)244-3436. 
Available  at  no  charge. 

These  State-by-State  profiles,  which  are  updated 
every  year,  are  derived  from  the  Children's  Safety 
Network's  assessment  of  injury  prevention  profiles 
in  State  maternal  and  child  health  (MCH)  agencies. 
The  profiles  provide  an  overview  of  injury 
prevention  activities  in  each  State  MCH  agency  and 
serve  as  a  resource  for  health  departments  and  other 
professionals  involved  in  child  and  adolescent 


CHILDREN'S  SAFETY  NETWORK  NATIONAL 
INJURY  AND  VIOLENCE  PREVENTION 
RESOURCE  CENTER 

Training  MCH  Graduates  for  Careers  in 
Violence  and  Injury  Prevention: 
Opportunities  and  Models 

Newton,  MA:  Children's  Safety  Network  National 
Injury  and  Violence  Prevention  Resource  Center, 
Education  Development  Center,  1993.  ca.  200  pp. 

Contact:   Librarian,  National  Center  for  Education 
in  Maternal  and  Child  Health,  2000  15th  Street 
North,  Suite  701,  Arlington,  VA  22201-2617. 
Telephone:  (703)524-7802.  Fax:  (703)524-9335. 
Available  for  loan. 

This  faculty  resource  notebook  was  compiled  for 
the  workshop.  Training  MCH  Graduates  for 
Careers  in  Violence  and  Injury  Prevention: 
Opportunities  and  Models,  held  March  22,  1993. 
The  notebook  includes  resource  materials  on 
violence  and  unintentional  injury;  resource 
information  on  Federal/national  planning  and  on 
grantees  and  contacts;  teaching  materials;  and  job 
descriptions. 


CHILDREN'S   SAFETY   NETWORK   RURAL 
INJURY  PREVENTION  RESOURCE  CENTER 

All  terrain  vehicle  safety 

Marshfield,  WI:   Children's  Safety  Network  Rural 
Injury  Prevention  Resource  Center,  1995.   1 1  items. 

Contact:  Children's  Safety  Network  Rural  Injury 
Prevention  Resource  Center,  National  Farm 
Medicine  Center,  1000  North  Oak  Avenue, 
Marshfield,  WI  54449-5790. 
Telephone:  (715)389-4999.  Fax:  (715)389-4950. 
First  copy  free,  multiple  copies  $1.00  each  plus 
shipping  and  handling. 

This  information  package  contains  fact  sheets, 
booklets,  and  policy  statements  relating  to  all- 
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terrain  vehicle  (ATV)  safety  and  injury  prevention 
for  children  and  adolescents.  It  includes  reprints  of 
policy  statements  from  the  American  Academy  of 
Pediatrics;  fact  sheets  on  ATV  safely,  injury 
prevention  strategies,  national  ATV  organizations, 
ATV  safety  education  programs,  and  State 
requirements  concerning  ATVs;  and  a  booklet  and 
pamphlet  that  provide  safety  suggestions  for 
parents  and  their  children. 


CHILDREN'S  SAFETY  NETWORK  RURAL 
INJURY  PREVENTION  RESOURCE  CENTER 

Childhood  agricultural  injury 

Marshfield,  WI:  Children's  Safety  Network  Rural 
Injury  Prevention  Resource  Center,  1996.  2  pp. 

Contact:  Children's  Safety  Network  Rural  Injury 
Prevention  Resource  Center,  National  Farm 
Medicine  Center,  1000  North  Oak  Avenue, 
Marshfield.  WI  54449-5790. 
Telephone:  (715)389-4999.  Fax:  (715)389-4950. 
First  50  copies  free. 

This  fact  sheet  provides  data  on  the  incidence  and 
causes  of  agricultural  injuries  among  adults, 
children,  and  adtilcsccnts  living  on  farms  and 
ranches  in  ih^'  United  Slates. 


CHILDREN'S  SAFETY  NETWORK  RURAL 
INJURY  PREVENTION  RESOURCE  CENTER 

[Helmet  promotion  school  folder] 

Marshfield,  WI:  Children's  Safety  Network  Rural 
Injury  Prevention  Resource  Center,  1995.  1  folder, 
1  order  form. 

Contact:  Children's  Safety  Network  Rural  Injury 
Prevention  Resource  Center.  National  Farm 
Medicine  Center.  1000  North  Oak  Avenue. 
Marshfield.  WI  54449-5790. 
Telephone:  (715)389-4999.  Fax:  (715)389-4950. 
First  99  copies,  $0.58  each;  discounts  available  for 
bulk  orders. 

This  folder,  designed  for  use  in  health  promotion 
efforts  in  schools,  promotes  the  use  of  helmets  to 
prevent  head  injuries  among  children  and 
adolescents  engaging  in  recreational  activities,  and 
features  the  slogan,  "If  You  Had  Any  Brains,  You'd 
Protect  Them."     The  outside  of  the  folder  has 


colored  illustrations  of  recreational  activities  in 
which  the  children  are  wearing  helmets.  The 
interior  contams  questions  to  encourage  the  use  of 
helmets,  and  space  for  the  children  to  personalize 
the  folder. 


CHILDREN'S  SAFETY  NETWORK  RURAL 
INJURY  PREVENTION  RESOURCE  CENTER 

Horses  and  children 

Marshfield,  WI:  Children's  Safety  Network  Rural 
Injury  Prevention  Resource  Center.  1995.  7  sheets 
(var.  pp.).  2  pamphlets  (2  pp.  each),  1  booklet  (16 
pp.),  I  form  (I  p.). 

Contact:  Children's  Safety  Network  Rural  Injury 
Prevention  Resource  Center,  National  Farm 
Medicine  Center.  1000  North  Oak  Avenue, 
Marshfield.  WI  54449-5790. 
Telephone:  (715)389-4999.  Fax:  (715)389-4950. 
First  copy  free,  multiple  copies  $1.00  each  plus 
shipping  and  handling. 

This  information  package  for  health  professionals 
contains  materials  on  injury  prevention  among 
children  and  adolescents  who  ride  horses.  Included 
in  the  information  package  are  fact  sheets  that 
provide  injury  data,  a  resource  list,  health 
promotion  strategies,  and  examples  of  fatal  and 
nonfatal  injuries.  The  package  also  contains  a 
statemeni  by  the  American  Academy  of  Pediatrics' 
Committee  on  Sports  Medicine  and  Fitness  tilled 
"Horseback  Riding  and  Head  Injuries. "  pamphlets 
and  promotional  materials  advocating  the  use  of 
helmets,  and  the  booklet  "Equestrian  Safety:  A 
Guide  to  Promotion  of  Helmet  Use  for  Riding 
Clubs  and  Communities." 


CHILDREN'S  SAFETY  NETWORK  RURAL 
INJl'RY  PREVENTION  RESOURCE  CENTER 

Snowmobiles  and  children 

Marshfield,  WI:  Children's  Safety  Network  Rural 
Injury  Prevention  Resource  Center,  1994.  9  pp. 

Contact:  Children's  Safety  Network  Rural  Injury 
Prevention  Resource  Center,  National  Farm 
Medicine  Center,  1000  North  Oak  Avenue, 
Marshfield,  WI  54449-5790. 
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Telephone:  (715)389-4999.  Fax:  (715)389-4950. 
First  copy  free,  multiple  copies  $1.00  each  plus 
shipping  and  handling. 

This  information  package,  designed  for  health  care 
providers  and  leaders  in  injury  control  programs, 
focuses  on  snowmobiles  and  snowmobile-related 
injuries  to  children  and  adolescents.  A  four-page 
fact  sheet  includes  examples  of  fatal  and  nonfatal 
injuries,  suggestions  for  health  care  providers  to 
promote  injury  control  interventions,  and  a  list  of 
organizations  interested  in  snowmobile  safety.  The 
package  also  contains  a  copy  of  the  American 
Academy  of  Pediatrics'  position  statement  on 
children  and  snowmobiles,  and  a  list  of  education 
programs  that  various  States  have  established. 


Contact:  National  Maternal  and  Child  Health 
Clearinghouse,  2070  Chain  Bridge  Road,  Suite  450, 
Vienna,  VA  22182-2536. 

Telephone:  (703)  821-8955.  Fax:  (703)  821-2098. 
Available  at  no  charge. 

This  report  presents  questions  and  answers  about 
licensed  gun  dealers  and  provides  sources  to 
contact  for  information  on  gun  laws,  gun  dealers, 
and  gun  sales  in  State  and  local  areas.  A  table 
shows  the  geographic  distribution,  concentration, 
and  regulation  of  gun  dealers  by  State.  The  report 
also  includes  a  form  to  order  the  Federal  firearms 
licensee  list. 


CONTRA     COSTA     COUNTY 
SERVICES  DEPARTMENT 


HEALTH 


Teens  speak  out  against  violence,  Parts 
I  and  II 

Pleasant  Hill,  CA:  Contra  Costa  County  Health 
Services  Department,  1991.   1  videotape. 

Contact:      Prevention    Program,    Contra  Costa 
County  Health  Services  Department,  75  Santa 
Barbara  Road,  Pleasant  Hill,  CA  94523. 
Telephone:   (510)646-6511.   Fax:   415-646-6520. 
$65.00  to  purchase;  $20.00  rental  fee. 

Part  I  of  this  videotape,  titled  "I  Know  How 
Violence  Is,"  highlights  the  testimonies  of  high 
school  students  concerning  their  experiences  with 
violence.  Part  II,  titled  "Power  is  the  Ability  to 
Define  Reality,"  records  a  panel  discussion 
featuring  local  experts  and  students.  Both  parts  of 
the  videotape  were  filmed  at  an  event  during 
Violence  Prevention  Month.  Part  I  is  24  minutes  in 
length;  Part  11,  26  minutes. 


DUKER  L,  ED. 

Firearm   facts:      Information 
violence  and  its  prevention 


on   gun 


Arlington,  VA:  Children's  Safety  Network 
National  Injury  and  Violence  Prevention  Resource 
Center,  National  Center  for  Education  in  Maternal 
and  Child  Health,  1994.  20  pp. 

Contact:   Librarian,  National  Center  for  Education 
in  Maternal  and  Child  Health,  2000  15th  Street 
North,  Suite  701,  Arlington,  VA  22201-2617. 
Telephone:  (703)524-7802.  Fax:  (703)524-9335. 
Photocopy  available  at  no  charge. 

This  set  of  fact  sheets  provides  summary  data  and 
references  on  the  following  topics:  Youth 
homicide  and  guns;  youth  suicide  and  guns; 
unintentional  gun  deaths  among  children;  guns  in 
schools;  women  and  guns;  guns  and  crime, 
protection  versus  peril;  gun  sales;  the  financial 
costs  of  gun  violence;  and  prevention  of  child  and 
adolescent  firearm  injuries. 


DUKER L 

Gun  dealers,  USA 


EDUCATION  DEVELOPMENT  CENTER 

Identification  and  prevention  of  youth 
violence:  A  protocol  for  health  care 
providers 


Arlington,  VA:  Children's  Safety  Network 
National  Injury  and  Violence  Prevention  Resource 
Center,  National  Center  for  Education  in  Maternal 
and  Child  Health,  1994.   14  pp. 


Boston,  MA:  Violence  Prevention  Project, 
Department  of  Health  and  Hospital,  1992.  33  pp. 

Contact:  Librarian,  National  Center  for  Education 
in  Maternal  and  Child  Health,  Department  of 
Health  and  Hospitals,  2000  15th  Street  North,  Suite 
701,  Arlington,  VA  22201-2617. 


Adolescent  Health  Products 


331 


Telephone:  (703)524-7802.  Fax:  (703)524-9335. 
Available  for  loan. 

This  protocol  is  part  of  a  comprehensive  training 
program  for  health  care  providers  on  the  subject  of 
youth  violence.  The  program  includes  a  user's 
guide,  slides,  an  audiocassetle  and  script,  and 
posters  for  patient  viewing.  The  protocol 
procedures  are  designed  to  be  readily  adapted  into 
existing  practice  regimens.  Methods  of 
approaching  a  patient  and  beginning  a  meaningful 
dialogue  are  stressed  and  suggestions  for 
developing  a  resource  list  for  referrals  are  given. 
Anger  management  and  risk  avoidance  strategies 
are  addressed.  An  appendix  provides  step-by-step 
guidelines  for  the  provider,  including  how  to 
engage  a  patient  in  a  discussion  of  violence,  how  to 
identify  violence-related  injuries,  and  how  to  talk  to 
young  patients  with  violence-related  injuries. 


EGGERT  LL,  THOMPSON  EA,  RANDELL  BP, 
MCCAULEY  E 

Youth  suicide  prevention  plan  for 
Washington  State 

Olympia,  WA:  Washington  State  Injury  Prevention 
Program,  Washington  Stale  Department  of  Health, 
1995.   115  pp. 

Contact:      Washington   State   Injury   Prevention 
Program,  Washington  State  Department  of  Health, 
P.O.  Box  47832,  Olympia,  WA  98504-7836. 
Telephone:  (360)753-4112.  Fax:  (360)753-9100. 
Available  at  no  charge. 

This  report  presents  a  plan  to  prevent  adolescent 
suicide  in  Washington  State;  it  provides  data  on  the 
incidence  and  causes  of  suicides  in  Washington 
with  regard  to  age,  gender,  and  race.  The  report 
provides  an  overview  of  the  problem,  considers 
issues  in  adolescent  suicide  prevention,  discusses 
community-based  prevention,  and  considers 
various  strategies  for  prevention.  Factors  related  to 
the  evaluation  and  surveillance  of  prevention 
programs  are  noted.  The  report  concludes  with  a 
plan  for  action. 


ISAACS  MR 

Violence:  The  Impact  of  Community 
Violence  on  African  American  Children 
and  Families 

Arlington,  VA:  National  Center  for  Education  in 
Maternal  and  Child  Health.  1992.  89  pp. 

Contact:  National  Maternal  and  Child  Health 
Clearinghouse,  2070  Cham  Bridge  Road,  Suite  450, 
Vienna,  VA  22182-2536. 

Telephone:  (703)821-8955.  Fax:  (703)821-2098. 
Available  at  no  charge. 

This  document  summarizes  the  1991  conference, 
The  Impact  of  Community  Violence  on  African 
American  Children  and  Families:  Collaborative 
Approaches  for  Prevention  and  Intervention. 
Participants  explored  the  underlying  causes  and  the 
ramifications  of  violence,  and  developed 
recommendations  for  action.  Issues  discussed  were 
the  scope  of  the  problem,  theoretical  and 
conceptual  frameworks,  social  and  emotional 
development,  prevention  programs,  the  importance 
of  building  on  experience,  a  new  intervention 
paradigm,  and  new  directions.  The  conference 
recommendations  are  included,  as  are  the 
conference  agenda,  annotated  bibliography, 
resource  list,  and  participants  list. 


JAROS  KJ,  ED. 

Violence  as  a  public  health  problem: 
Developing  culturally  appropriate 
prevention  strategies  for  adolescents 
and  children 

Pittsburgh,  PA:  Public  Health  Social  Work 
Training  Program,  Graduate  School  of  Public 
Health,  University  of  Pittsburgh,  1993.  79  pp., 
exec.  summ.  (25  pp.). 

Contact:    Librarian,  National  Center  for  Education 
in  Maternal  and  Child  Health,  2000  15th  Street 
North,  Suite  701,  AHington,  VA  22201-2617. 
Telephone:  (703)524-7802.  Fax:  (703)524-9335. 
Available  for  loan. 


This  report  provides  summaries  of  presentations  at 
the  1992  Public  Health  Social  Work  Maternal  and 
Child  Health  Institute.  The  conference  examined 
violence  as  a  public  health  problem  and  attempted 
to  identify  preventive  interventions  focusing  on 
children,  youth,  and  families.    A  major  objective 
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was  to  facilitate  communication  and  cooperative 
program  development  among  health,  education,  and 
social  service  systems.  Preventive  approaches  are 
emphasized  in  the  report,  and  several  model 
programs  are  described.  A  25-page  executive 
summary,  published  in  1992,  is  also  available. 


violence  prevention  activities  is  included. 
Recommendations  address  legislation,  agency 
policies,  data  collection,  community  action,  and 
public  education. 


KANSAS  DEPARTMENT  OF  HEALTH  AND 
ENVIRONMENT 

Play  safe:  Injury  prevention  through 
group  pre-participation  exams 

Topeka,  KS:  Kansas  Department  of  Health  and 
Environment,  n.d..  1  videotape  (22:30  minutes). 

Contact:  Film  Library,  Kansas  Department  of 
Health  and  Environment,  900  S.W.  Jackson  Street, 
Topeka,  KS  66612-1290. 

Telephone:  (913)296-1237.  Available  for  loan  at 
no  charge. 

This  videotape  demonstrates  a  group 
preparticipation  physical  examination  process  for 
adolescents  who  wish  to  participate  in  sports.  The 
objectives  of  the  examination  are  discussed,  and  the 
personnel  and  equipment  required  are  outlined. 
Step-by-step  instructions  are  given  for  the  main 
components  of  the  exam. 


LANCE  P,  LEE  BC,  GALLAGHER  S,  YOUNG, 
NB 

Evaluation  guidebook  for  community 
youth  safety  programs 

Marshfield,  WL  Marshfield  Medical  Press,  1993. 
17  pp. 

Contact:  Children's  Safety  Network  Rural  Injury 
Prevention  Resource  Center,  National  Farm 
Medicine  Center,  1000  North  Oak  Avenue, 
Marshfield,  WI  54449-5790. 
Telephone:  (715)389-4999.  Fax:  (715)389-4950. 
1-10  copies  free,  11-25  $.55  each,  26-50  $.30  each, 
51-100  copies  $.25  each;  plus  shipping  and 
handling. 

This  manual  aims  to  help  those  planning  or 
conducting  youth  safety  programs  to  design  an 
evaluadon  of  their  program.  The  manual  offers 
advice  on  clearly  defining  the  purpose  of  the 
evaluation,  choosing  the  general  evaluation 
approach  that  best  suits  the  program's  needs  and 
resources,  and  identifying  additional  reference 
materials  and  resources. 


LACERVA  V 

Let  peace  begin  with  us:  The  problem  of 
violence  in  New  Mexico 

Santa  Fe,  NM:  New  Mexico  Health  and 
Environment  Department,  1990.   152  pp. 

Contact:  Maternal  and  Child  Health  Bureau,  New 
Mexico  Health  and  Environment  Department,  1 190 
St.  Francis  Drive,  Santa  Fe,  NM  87504. 
Telephone:  (505)827-2351. 

This  book  provides  a  detailed  look  at  data  on 
homicide,  suicide,  child  abuse,  domestic  violence, 
and  sexual  assault  in  New  Mexico,  and  offers 
recommendations  for  action.  The  book  includes  an 
exploration  of  cultural  beliefs  that  support  violent 
behavior,  and  myths  and  facts  regarding  violence  in 
America.  It  provides  a  model  for  the  presentation 
of  county-by-county  information  on  a  range  of 
violence  issues.  A  list  of  15  questions  to  help 
practitioners  assess  how  their  community  rates  on 


MAINE  DEPARTMENT  OF  HUMAN 
SERVICES,  BUREAU  OF  MATERNAL  AND 
CHILD  HEALTH 

Violence  among  children,  adolescents, 
and  young  adults  in  Maine 

Augusta,  ME:  Bureau  of  Maternal  and  Child 
Health,  Maine  Department  of  Human  Services, 
1994.  2v. 

Contact:     Division  of  Community  and  Family 

Health,  Maine  Department  of  Human  Services, 

State  House  Station  Number  11,  151  Capitol  Street, 

Augusta,  ME  04333. 

Telephone:   (800)  698-3624  or  (207)  287-331 1,  or 

(207)  287-6879.     Fax:     (207)  287-5355.     Price 

unknown. 

This  two-volume  report  analyzes  the  incidence  and 
impact  of  violence  among  youth  in  Maine.    This 
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first  part  describes  available  data,  includes  findings 
from  current  literature,  reports  the  results  of  written 
surveys  conducted  with  professionals  and  young 
people,  and  explores  opinions  from  in-depth 
interviews  with  professionals  working  with  youth. 
In  addition  to  homicide,  suicide,  and  assault, 
attention  is  paid  to  hate  violence,  sexual  violence, 
risk-taking  behavior,  and  arrests  for  violent  crime 
among  the  young.  The  second  volume,  subtitled 
"Part  Two:  Recommendations,"  outlines  possible 
activities  at  the  Slate  and  local  levels  to  respond  to 
violent  behavior  among  young  people  in  Maine.  It 
contains  draft  legislation  to  obtain  legislative 
authority  to  continue  interdepartmental  work  on  the 
prevention  of  youth  violence.  The  report  calls  for 
increased  interdepartmental  coordination  and 
collaboration  in  planning  and  implementing 
prevention  and  intervention  programs,  coordination 
of  data  collection  activities,  and  more  aggressive 
public  education  strategies. 


MASSACHUSEITS  DEPARTMENT  OF  PUBLIC 
HEALTH,  MASSACHUSETTS  ADOLESCENT 
VIOLENCE  PREVENTION  PROJECT.  INJURY 
PREVENTION  AND  CONTROL  RESOURCE 
LIBRARY 


Violence        prevention 
bibliography 


resource 


Boston,  MA:  Injury  Prevention  and  Control 
Resource  Library,  Massachusetts  Department  of 
Public  Health,  ca.  1992.  24  pp. 

Contact:  Injury  Prevention  and  Control  Resource 
Library,  Massachusetts  Adolescent  Violence 
Prevention  Project,  Massachusetts  Department  of 
Public  Health,  250  Washington  Street,  2nd  Floor, 
Boston,  MA  02108. 

Telephone:  (617)624-6000.  Fax:  (617)624-5075. 
Price  unknown. 


MASSACHUSETTS  ADOLESCENT  VIOLENCE 
PREVENTION  PROJECT 

Boston  area  violence  prevention 
resource  directory 

Boston,  MA:  Bureau  of  Family  and  Community 
Health,  Massachusetts  Department  of  Public 
Health,  1993.  223  pp. 

Contact:      Massachusetts   Adolescent  Violence 
Prevention  Project.  Massachusetts  Department  of 
Public  Health,  250  Washington  Street,  2nd  Floor, 
Boston,  MA  02108. 
Telephone:  (617)624-5433.  Fax:  (617)624-5075. 

This  directory  describes  and  documents  the  number 
and  scope  of  violence  prevention  programs  in  the 
Greater  Boston  Area  in  order  to  provide  agencies 
and  community  groups  with  a  single,  convenient 
source  of  information.  The  directory  is  divided  into 
sections  of  resources  for  individuals,  for  programs, 
and  for  community  action.  Subjects  include 
domestic  violence,  services  for  violence  survivors, 
rape  and  sexual  abuse,  counseling  and  therapy, 
alcohol  and  other  drug  abuse,  mediation,  health, 
employment,  education  and  skills  training, 
residential  programs,  youth  development  and  peer 
leadership,  recreation,  and  multiservice  agencies. 


This  bibliography  lists  materials  that  are  available 
for  loan  from  the  Injury  Prevention  and  Control 
Resource  Library  of  the  Massachusetts  Adolescent 
Violence  Prevention  Project.  Bibliographic 
citations  are  provided  for  these  topics:  Violence; 
adolescent,  youth,  and  gang  violence;  family  and 
domestic  violence;  child  abuse;  rape  and  sexual 
assault;  homicide;  and  suicide. 


MASSACHUSETTS  DEPARTMENT  OF  PUBLIC 
HEALTH,  MASSACHUSETTS  ADOLESCENT 
VIOLENCE  PREVENTION  PROJECT.  INJURY 
PREVENTION  AND  CONTROL  RESOURCE 
LIBRARY 


Violence      prevention 
curricula  catalogue 


video      and 


Boston,  MA:  Injury  Prevention  and  Control 
Resource  Library,  Massachusetts  Department  of 
Public  Health.  1993.   15  pp. 

Contact:  Injury  Prevention  and  Control  Resource 
Library,  Massachusetts  Adolescent  Violence 
Prevention  Project,  Massachusetts  Department  of 
Public  Health,  250  Washington  Street,  2nd  Floor, 
Boston,  MA  02108. 

Telephone:  (617)624-6000.  Fax:  (617)624-5075. 
Price  unknown. 


This  catalog  lists  materials  available  for  loan  from 
the  Injury  Prevention  and  Control  Resource  Library 
of  the  Massachusetts  Adolescent  Violence 
Prevention  Project.   The  catalog  provides  citations 
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and  annotations  for  audiovisual  materials  and 
curriculums  focusing  on  these  topics:  Violence; 
adolescent  and  youth  violence;  family  and  domestic 
violence;  sexual  abuse,  incest,  rape,  and  sexual 
assault;  and  crime  prevention,  suicide  prevention, 
societal  influences,  and  professional  education. 


MILLER,  TR 

Preventing  childhood  injuries  produces 
documented  cost  savings 

Landover,  MD:  Children's  Safety  Network 
Economics  and  Insurance  Resource  Center, 
National  Public  Services  Research  Institute,  1994. 
7  pp. 

Contact:  Children's  Safety  Network  Economics 
and  Insurance  Resource  Center,  National  Public 
Services  Research  Institute,  8201  Corporate  Drive, 
Suite  220,  Landover,  MD  20785. 
Telephone:  (301)  731-9891  or  (301)  935-5688. 
Fax:  (301)731-6649.  Price  unknown. 

This  document  contains  written  testimony 
presented  by  Ted  Miller,  director  of  the  Children's 
Safety  Network  Economics  and  Insurance  Resource 
Center,  before  the  Senate  Subcommittee  on 
Children,  Family,  Drugs  and  Alcoholism  on  May 
10,  1994.  Miller  presented  his  opinions  on  the 
importance  of  including  adequate  funding  for  injury 
prevention  programs  as  part  of  health  care  reform. 
His  testimony  examines  the  costs  of  injuries  as  a 
part  of  overall  child-related  medical  spending, 
analyzes  cost  savings  resulting  from  injury 
prevention  efforts,  and  provides  a  cost  benefit 
comparison  for  five  types  of  safety  interventions, 
including  bicycle  helmets,  child  safety  seats,  smoke 
detectors,  poison  control  centers,  and  injury 
counseling  by  pediatricians.  The  testimony  also 
includes  suggestions  to  improve  child  safety. 


NATIONAL  CENTER  FOR  EDUCATION 
MATERNAL  AND  CHILD  HEALTH 


IN 


Violence  and  unintentional  injury 
prevention:  Abstracts  of  active 
projects  FY  1993 

Washington,  DC:  National  Center  for  Education  in 
Maternal  and  Child  Health,  1990-.  Annual. 


Contact:   Librarian,  National  Center  for  Education 
in  Maternal  and  Child  Health,  2000  15th  Street 
North,  Suite  701,  Arlington,  VA  22201-2617. 
Telephone:  (703)  524-7802.  Fax:  (703)  524-9335. 
Available  for  loan. 

This  directory  provides  information  regarding  the 
violence  and  unintentional  injury  prevention 
projects  supported  by  the  Maternal  and  Child 
Health  Bureau  (MCHB).  MCHB  funds  a  number 
of  special  projects  of  regional  and  national 
significance  (SPRANS)  in  this  field,  that  include 
prevention  strategies  (ranging  from  prevention  of 
school  playground  injuries  to  prevention  of 
adolescent  violence),  training  of  health 
professionals,  and  provision  of  technical  assistance 
in  developing  and  implementing  injury  prevention 
coalitions  and  plans. 


RAYLU 

Healthy  people  year  2000:  Revised 
baselines  and  objectives  for  Violent  and 
Abusive  Behavior  and  Unintentional 
Injuries 

San  Diego,  CA:  Children's  Safety  Network  Injury 
Data  Technical  Assistance  Center,  San  Diego  State 
University,  n.d..   14  pp. 

Contact:  Children's  Safety  Network  Injury  Data 
Technical  Assistance  Center,  California  Center  for 
Childhood  Injury  Prevention,  San  Diego  State 
University,  6505  Alvarado  Road,  Suite  208,  San 
Diego,  CA  92120. 

Telephone:  (619)594-3691.  Fax:  (619)594-4293. 
Price  unknown. 

This  paper  discusses  the  1993  revisions  of  the 
"Healthy  People  2000"  health  promotion  and 
disease  prevention  objectives  and  explains  how 
those  revisions  affect  the  goals  of  two  sections: 
Violent  and  Abusive  Behavior  (Chapter  7)  and 
Unintentional  Injuries  (Chapter  9).  The  paper 
describes  the  rationale  behind  the  revisions,  and 
explains  how  to  compare  State  and  local  objectives 
to  the  national  targets.  The  paper  provides 
examples  of  how  the  original  violence  and  injury 
objectives  have  changed  as  a  result  of  the  revisions. 
Data  sources  and  resources  are  indicated. 
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RAYLU 

Region  X  child  and  adolescent  fatal 
injtuy  databook 

San  Diego,  CA:  Children's  Safety  Network  Injury 
Data  Technical  Assistance  Center,  San  Diego  State 
University,  1995.  61  pp. 

Contact:    Children's  Safety  Network  Injury  Data 

Technical  Assistance  Center,  California  Center  for 

Childhood  Injury   Prevention,  San   Diego  Slate 

University,  6505  Alvarado  Road,  Suite  208,  San 

Diego.  CA  92120. 

Telephone:     (619)  594-3691.     Available  at  no 

charge. 

This  data  book  was  developed  with  the  Public 
Health  Service  Region  X  Collaborative  Injury 
Network  to  describe  the  extent  and  causes  of  deaths 
among  children  and  adolescents  in  the  region. 
Mortality  figures  arc  identified  for  each  Slate  by 
age  group,  race,  and  cause  of  death;  the  data  book 
groups  causal  factors  as  unintentional  and 
intentional  injuries.  Brief  analy.ses  precede  the  data 
for  each  Stale;  appendices  describe  the 
methodology  and  list  E-Code  categories. 


RAYLU 

The  legislation  database:  A  State  by 
State  comparison  of  safety  legislation 

San  Diego,  CA:  Children's  Safely  Network  Injury 
Data  Technical  Assistance  Center,  San  Diego  Slate 
University,  1994.  66  pp. 

Contact:  Children's  Safety  Network  Injury  Data 
Technical  Assistance  Center,  California  Center  for 
Childhood  Injury  Prevention,  San  Diego  Stale 
University,  6505  Alvarado  Road,  Suite  208,  San 
Diego.  CA  92120. 

Telephone:  (619)594-3691.  Fax:  (619)594-4293. 
Price  unknown. 

This  directory  lists  Slate  legislative  contacts  who 
can  provide  information  about  traffic  safety 
legislation  at  the  Stale  level;  it  also  provides  fact 
sheets  profiling  the  main  features  of  each  State's 
traffic  safety  laws  and  highlighting  components  of 
the  laws  that  pertain  to  children  and  adolescents. 
Each  profile  covers  mandatory  safely  belt  laws, 
child  safety  seat  legislation,  regulations  pertaining 
to  driving  under  the  influence  (DUI)  or  driving 
while   intoxicated   (DWI),   truck   bed   restraint 


legislation,  and  helmet  laws  for  bicycles  and 
motorcycles.  Appendices  list  information  derived 
from  the  individual  profiles.  The  directory  is  a 
print  version  of  a  data  base  maintained  by  the 
Children's  Safety  Network  Injury  Data  Technical 
Assistance  Center. 


RAY  LU,  DEOSARANSINGH  K 
Desktop  access  to  data 

San  Diego.  CA:  Children's  Safety  Network  Injury 
Data  Technical  Assistance  Center.  San  Diego  State 
University,  1994.    13  pp. 

Contact:  Children's  Safely  Network  Injury  Data 
Technical  Assistance  Center,  California  Center  for 
Childhood  Injury  Prevention.  San  Diego  Slate 
University.  6505  Alvarado  Road.  Suite  208.  San 
Diego.  CA  92120. 

Telephone:  (619)594-3691.  Fax:  (619)594-4293. 
Price  unknown. 

This  bibliography  contains  information  on 
computer  software  and  services,  and  electronic  data 
sources  that  may  be  useful  to  maternal  and  child 
health  (MCH)  agencies  and  organizations  working 
on  injury  prevention  for  children  and  adolescents. 
Topics  covered  are  data  analysis  programs,  data 
import  and  retrieval  programs,  emergency  medical 
services  software,  mapping  software,  library  search 
programs,  and  data  sources  on  diskette  or  CD- 
ROM. 


RAYLU.  YUWILHRJ 

Child  and  adolescent  fatal  injury 
databook 

San  Diego,  CA:  Children's  Safety  Network  Injury 
Data  Technical  Assistance  Center,  San  Diego  State 
University,  1994.  ca.  100  pp. 

Contact:  Children's  Safety  Network  Injury  Data 
Technical  Assistance  Center.  California  Center  for 
Childhood  Injury  Prevention.  San  Diego  Stale 
University,  6505  Alvarado  Road.  Suite  208,  San 
Diego,  C A  92120. 

Telephone:  (619)594-3691.  Fax:  (619)594-4293. 
Price  unknown. 

This  data  book  provides  a  detailed  look  at  fatal 
injuries  in  1991  among  children  and  adolescents 
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ages  birth  to  24  years.  Data  for  the  Nation  and  for 
each  State  are  identified  by  age,  gender,  and  race. 
An  insert  sheet  provides  information  on  1991  fatal 
firearm  injuries. 


SHEANE  K,  DONALDSON  J,  WRIGHT  A, 
JOHNSON  R,  BIERLEIN  L 

Arizona's  child  and  adolescent  injury 
data  book 

Tempe,  AZ:  Morrison  Institute  for  Public  Policy, 
Arizona  State  University;  prepared  for  Office  of 
Women's  and  Children's  Health,  Arizona 
Department  of  Health  Services,  1994.  94  pp.,  exec, 
summ.  (32  pp.). 

Contact:  Office  of  Women's  and  Children's  Health, 
Family  and  Community  Health  Services,  Arizona 
Department  of  Health  Services,  1740  West  Adams 
Street,  Phoenix,  AZ  85007. 

Telephone:  (602)220-6550.  Fax:  (602)542-1265. 
J*rice  unknown. 

This  data  book  contains  statistics  on  various  types 
of  injuries  that  cause  fatalities  or  hospitalizations 
among  children  and  adolescents  in  Arizona.  It  was 
developed  to  help  State  policymakers  and  others 
understand  the  need  for  developing  prevention 
programs.  Included  are  data  in  the  following  broad 
categories:  Transportation,  falls,  poisoning, 
firearms,  blunt  or  piercing  objects,  burns,  drowning 
and  near-drowning,  suffocation,  suicide,  and 
violence.  Also  included  in  each  chapter  is  a  brief 
discussion  of  initial  injury-related  costs  to 
hospitals.  The  data  book  includes  strategies  for  the 
control  and  prevention  of  injuries,  and  suggests  key 
interventions  for  the  various  injury  categories.  An 
executive  summary  presents  excerpts  from  the 
complete  data  book. 


Contact:     Childhood  Injury  Prevention  Project, 
South    Carolina    Department    of    Health    and 
Environmental    Control,    2600    Bull    Street, 
Columbia,  SC  29201. 
Telephone:  (803)737-4050.  $15.00. 

This  report  was  designed  to  promote  awareness  of 
the  child  and  adolescent  injury  problem  in  South 
Carolina,  provide  a  current  review  of  child  and 
adolescent  injury  using  existing  data  sources,  and 
stimulate  interest  in  the  development  of  a  statewide 
strategy  to  prevent  child  and  adolescent  injury. 
Statistics  are  presented  on  injuries  among  children 
and  adolescents  ages  birth  to  19  years.  A  separate 
executive  summary  is  also  available. 


YUWILER  J,  RAY  LU 

E-code  categories  for  injury  =  E-codes 
for  injury 

San  Diego,  CA:  Children's  Safety  Network  Injury 
Data  Technical  Assistance  Center,  San  Diego  State 
University,  n.d..  8  pp. 

Contact:  Children's  Safety  Network  Injury  Data 
Technical  Assistance  Center,  California  Center  for 
Childhood  Injury  Prevention,  San  Diego  State 
University,  6505  Alvarado  Road,  Suite  208,  San 
Diego,  CA  92120. 

Telephone:  (619)594-3691.  Fax:  (619)594-4293. 
Price  unknown. 

This  paper  discusses  the  use  of  E  Codes  to  classify 
the  cause  of  injuries,  and  explains  how  using  these 
codes  contributes  to  developing  better  injury 
prevention  programs  for  children  and  adolescents. 
Based  on  the  "International  Classification  of 
Diseases"  (ninth  rev.),  the  paper  includes  a 
classified  listing  of  E  Codes  grouped  according  to 
common  causes  of  injury,  as  well  as  instructions  on 
the  use  of  the  codes. 


SOUTH  CAROLINA  DEPARTMENT  OF 
HEALTH  AND  ENVIRONMENTAL  CONTROL, 
CHILDHOOD  INJURY  REDUCTION  PROJECT, 
DATA  CONSORTIUM 

What's  killing  our  children?:  Childhood 
injury  in  South  Carolina 

Columbia,  SC:  Childhood  Injury  Prevention 
Project,  South  Carolina  Department  of  Health  and 
Environmental  Control,  1990.  60  pp.,  summ.  (12 
pp.). 


YUWILER  J,  RAY  LU 

Fatal  injury  matrix  for  intentional  and 
unintentional  childhood  injury 

San  Diego,  CA:  Children's  Safety  Network  Injury 
Data  Technical  Assistance  Center,  San  Diego  State 
University,  1994.  57  pp. 
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Contact:    Children's  Safety  Network  Injury  Data 

Technical  Assistance  Center,  California  Center  for 

Childhood  Injury  Prevention,  San  Diego  State 

University,  6505  Alvarado  Road,  Suite  208,  San 

Diego,  CA  92120. 

Telephone:     (619)  594-3691.     Available  at  no 

charge. 

This  manual  provides  background  and  instruction 
for  using  the  accompanying  matrix  software  disk, 


designed  for  use  by  public  health  agencies  to 
calculate  their  child  and  adolescent  fatal  injury  rate 
and  costs.  Chapters  cover  the  need  for  mjury  data 
as  well  as  methods  for  determining  the  extent  of  the 
fatal  injury  problem,  structuring  the  fatality  matrix, 
gathering  matrix  data,  and  interpreting  the  matrix. 
Sample  pages  present  the  various  spreadsheets  for 
the  matrix. 


NUTRITION 


CHILDREN'S  HOSPITAL.  ADOLESCENT 
HEALTH  TRAINING  PROGRAM 

Teens  and  folic  acid:  A  woman's 
decision  for  herself,  for  her  future 

Boston,  MA:  Adolescent  Health  Training  F*rogram. 
Children's  Hospital,  1994.  4  pp. 

Contact:  Adolescent  Health  Training  Program, 
Children's  Hospital,  300  Longwood  Avenue, 
Boston,  MA  02115. 

Telephone:  (617)735-7170.  Fax:  (617)730-0442. 
Price  unknown. 

This  pamphlet  describes  the  relationship  between 
folic  acid  and  the  prevention  of  a  group  of  birth 
defects  called  neural  tube  defects.  Designed  for 
female  adolescents,  the  pamphlet  encourages  them 
to  increase  their  intake  of  folic  acid  by  modifying 
their  daily  diet  or  by  using  vitamin  supplements. 
The  folic  acid  content  of  common  foods  and 
vitamin  supplements  is  indicated. 


EMANS  SJ,  BREITENACH  M 


Prevention 
adolescence 


and 


nutrition 


in 


Boston,  MA:   Office  of  Educational  Development, 
Harvard  Medical  School,  1995.  28  pp. 

Contact:     Office  of  Educational  Development 
(MEC    384),    Harvard    Medical    School.    260 
Longwood  Avenue,  Boston,  MA  021 15. 
Telephone:  (617)735-7170.  Fax:  (617)730-0442. 
Price  unknown. 


This  teaching  guide,  developed  for  use  at  the 
Harvard  Medical  School,  contains  a  case  history 
used  in  teaching  preventive  health  care  and 
nutrition  in  adolescence.  The  guide  includes 
miroductory  materials  relevant  to  the  course  and 
background  information  about  the  patient.  The 
case  history  is  designed  to  be  presented  in  three 
class  sessions,  each  segment  includes  a  tutorial 
guide,  educational  objectives,  and  a  syllabus. 


LEHMAN  RM.  ED 

Body  basics:  Food  and  fitness,  a 
newsletter  for  adolescent  health 
promotion 

Seattle,  WA:  University  of  Washington,  I988-. 
Monthly. 

Contact:  Body  Basics  Newsletter,  Division  of 
Adolescent  Medicine.  University  of  Washington, 
CDMRC.  WJ- 1 0,  Seattle.  WA  98 1 95. 
Telephone:  (206)  685-1267.  $19.00;  discounts 
available  for  multiple  copies  and  multiple-year 
subscriptions;  make  check  payable  to  University  of 
Washington. 

This  bimonthly  camera-ready  newsletter  is 
designed  as  a  health  promotion  resource  for 
adolescents  and  their  teachers.  Articles  address 
many  of  the  health  concerns  of  adolescents, 
including  Titness,  skin  care,  eating  disorders,  death 
of  family  members  or  friends,  self-esteem,  alcohol 
and  other  drug  abuse,  and  social  pressure.  The 
issues  include  one-page  resource  guides  for 
teachers  pertaining  to  the  topics  covered  in  each 
issue  and  a  column  highlighting  activities  of 
various  students,  schools,  or  programs. 
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NEW  YORK  STATE  DEPARTMENT  OF 
HEALTH,  BUREAU  OF  CHILD  AND 
ADOLESCENT  HEALTH,  BREASTFEEDING 
PROMOTION  PROGRAM 

Breastfeeding:  First  step  to  good 
health — A  breastfeeding  activity 
package  for  grades  K-12 

Albany,  NY:  Bureau  of  Child  and  Adolescent 
Health,  New  York  State  Department  of  Health, 
1996.   180  pp. 

Contact:    Bureau  of  Child  and  Adolescent  Health, 
New  York  State  Department  of  Health,  Empire 
State  Plaza,  208  Corning  Tower  Building,  Albany, 
NY  12237. 
Telephone:  (518)473-7922.  Price  unknown. 

This  educational  activity  package  helps  teachers 
incorporate  breastfeeding  education  into  other 
content  areas  in  grades  K-12.  The  materials  for 
each  level  indicate  the  objective,  identify  subject 
areas  into  which  the  lessons  are  easily  integrated, 
contain  suggestions  for  using  the  lessons  associated 
with  that  level,  and  list  resources.  Individual 
lessons  identify  vocabulary  terms,  offer  tips  for 
advance  preparation,  list  activities,  indicate 
evaluation  procedures,  and  provide  examples  of 
handouts. 


STORY  M,  ED. 

Nutrition  management  of  the  pregnant 
adolescent:   A  practical  reference  guide 

White  Plains,  NY:  March  of  Dimes  Birth  Defects 
Foundation;  Rockville,  MD:  U.S.  Department  of 
Health  and  Human  Services;  Alexandria,  VA:  U.S. 
Department  of  Agriculture,  1990.   182  pp. 

Contact:   Librarian,  National  Center  for  Education 
in  Maternal  and  Child  Health,  2000  15th  Street 
North,  Suite  701,  Arlington,  VA  22201-2617. 
Telephone:  (703)524-7802.  Fax:  (703)524-9335. 
Available  for  loan. 

This  manual  was  written  for  health  care  providers 
and  educators  involved  in  the  care  of  pregnant 
adolescents.  It  focuses  on  clinical  application  of 
current  knowledge,  assessment,  counseling 
approaches,  and  strategies  to  promote  dietary 
change  and  adequate  weight  gain.  The  manual  was 
developed  by  a  multidisciplinary  planning 
committee  through  the  joint  efforts  of  the  U.S. 


Department  of  Health  and  Human  Services,  the 
U.S.  Department  of  Agriculture,  and  the  March  of 
Dimes  Birth  Defects  Foundation. 


UNIVERSITY  OF  ALABAMA  AT 
BIRMINGHAM,  SCHOOL  OF  MEDICINE, 
DEPARTMENTS  OF  PEDIATRICS  AND 
NUTRITION  SCIENCES 

Intensive  course:  Nutrition  for  infants, 
children,  and  adolescents 

Birmingham,  AL:  Departments  of  Pediatrics  and 
Nutrition  Sciences,  University  of  Alabama  at 
Birmingham,  1995.  ca.  300  pp. 

Contact:  Departments  of  Pediatrics  and  Nutrition 
Sciences,  University  of  Alabama  at  Birmingham, 
656  Children's  Hospital  Tower,  1600  Seventh 
Avenue  South,  Birmingham,  AL  35233. 
Telephone:  (205)934-5253.  Fax:  (205)934-1150. 
Price  unknown. 

This  study  guide  was  prepared  for  participants  in  an 
intensive  course  in  infant,  child,  and  adolescent 
nutrition  sponsored  by  the  Maternal  and  Child 
Health  Bureau  and  the  University  of  Alabama  at 
Birmingham.  The  guide  contains  outlines  of  the 
individual  sessions,  background  materials,  charts 
and  statistical  tables,  and  suggested  readings. 
Topics  include  breastfeeding  management, 
recommendations  for  infant  feeding,  normal  growth 
and  development  of  infants  and  children,  failure  to 
thrive,  nutrition  and  behavior  of  toddlers  and  young 
school-age  children,  nutrition  standards,  nutrition 
and  the  adolescent,  eating  disorders,  iron 
deficiency,  lead  poisoning,  issues  concerning 
infants  of  alcohol-  and  drug-abusing  mothers, 
nutritional  implications  of  HIV  and  AIDS,  food 
allergies,  and  cultural  diversity  in  clinical  practice. 
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PRIMARY  AND  PREVENTIVE  CARE 


CROMER  BA,  MCLEAN  CS.  HEALD  FP 

A    critical    review    of   comprehensive 
health  screening  in  adolescents 


Journal  of  Adolescent  Health. 
1S-65S.  March  1992,. 


13(2)  Supplement: 


Health  Task  Force.  The  report  includes  a  model  for 
a  primary  health  care  system,  an  overview  of 
Delaware's  primary  care  system  for  children  and 
adolescents,  and  a  look  at  the  "Healthy  Children 
2000"  objectives. 


Contact:   Librarian,  National  Center  for  Education 
in  Maternal  and  Child  Health.  2000  15ih  Street 
North,  Suite  701,  Arlington,  VA  22201-2617. 
Telephone:  (703)524-7802.  Fax:  (703)524-9335. 
Available  for  loan. 

This  special  issue  of  the  "Journal  of  Adolescent 
Health"  supplements  a  review  of  health  screening 
published  in  1987.  It  examines  epidemiologic  data 
and  risk  factors  for  selected  medical  and 
psychosocial  conditions,  plus  self-screening  and 
preparticipation  sports  evaluations.  Tlie  issue  also 
presents  discussion  of  the  sensitivity  and  specificity 
of  various  screening  tests  and  includes  extensive 
references. 


FICKLING  JA.  ED. 

Social  problems  with  health 
consequences:  A  Pound  of  Prevention, 
an  Ounce  of  Cure;  [and]  Prevention  as  a 
Social  Work  Intervention 

Columbia.  SC:  College  of  Social  Work,  University 
ofSoulh  Carolina,  1994.    135  pp. 

Contact:    Librarian,  National  Center  for  Education 
in  Maternal  and  Child  Health,  2000  15th  Street 
North.  Suite  701.. \rlington.V  A  22201-2617. 
Telephone:  (703)524-7802.  Fax:  (703)524-9335. 
Available  for  loan. 


DELAWARE  DEPARTMENT  OF  HEALTH  AND 
SOCIAL  SERVICES.  DIVISION  OF  PUBLIC 
HEALTH.  CHILD  HEALTH  TASK  FORCE 

A  framework  for  planning: 
Development  of  a  comprehensive 
primary  health  care  system  for  all 
children  and  adolescents  in  Delaware 

Dover.  DE:  Division  of  Public  Health,  Delaware 
Department  of  Health  and  Social  Services.  1992. 
121  pp. 

Contact:     Division  of  Public  Health.  Delaware 
Department  of  Health  and  Social  Services,  P.O. 
Box  637,  Dover,  DE  19903. 
Telephone:  (302)  739-4735. 

This  report  presents  a  framework  for  planning  a 
comprehensive  system  of  health  care  for  children 
and  adolescents  in  Delaware.  It  provides  a  picture 
of  child  health  status  in  Delaware,  describes  the 
ideal  system,  and  sets  goals  for  Delaware's  Child 


These  proceedings  summarize  two  Bi-Regional 
Conferences  for  Public  Health  Social  Workers  in 
Regions  IV  and  VI.  conducted  m  1991  and  1992  by 
the  University  of  South  Carolina  College  of  Social 
Work.  The  two  conferences  had  related  themes — 
to  promote  prevention  as  intervention.  The  papers 
presented  at  the  1991  conference  focused  on 
frameworks  for  prevention;  those  at  the  1992 
conference  examined  successful  prevention 
programs.  Topics  covered  a  range  of  prevention 
issues,  including  training  and  education  in 
prevention  for  social  workers;  prevention  research; 
prevention  of  childhood  and  adolescent  injuries; 
prevention  of  domestic  violence;  issues  relating  to 
children  with  special  needs  and  developmental 
disabilities;  migrant  health  and  prevention;  and 
strategies  for  incorporating  public  health  social 
work  into  national  health  care. 
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GRASON  HA,  GUYER  B,  EDS. 


GREEN  M,  ED. 


Assessing  and  developing  primary  care 
for  children:  Reforms  in  health 
systems 

Arlington,  VA:  National  Center  for  Education  in 
Maternal  and  Child  Health,  1995.  245  pp. 

Contact:  National  Maternal  and  Child  Health 
Clearinghouse,  2070  Chain  Bridge  Road,  Suite  450, 
Vienna,  VA  22182-2536. 

Telephone:  (703)821-8955.  Fax:  (703)821-2098. 
Available  at  no  charge. 

These  proceedings  present  the  final  papers  prepared 
for  the  Workshop  on  Assessment  and  Development 
of  Primary  Care  for  Children  and  Youth,  held  April 
20-21,  1994,  in  Baltimore,  Maryland.  The 
proceedings  address  a  range  of  topics,  including 
parameters  of  primary  health  care  systems; 
methodologies  for  assessing  them;  development  of 
community  capacities  for  systems  planning, 
implementation,  and  evaluation;  accountability  and 
its  measurement  in  systems  development;  and 
implications  of  primary  health  care  systems 
development  for  State  and  local  public  maternal 
and  child  health  program  capacities.  An  overview, 
agenda,  and  participants  list  are  included. 


GREEN  M 

The  challenge  of  Bright  Futures 

Arlington,  VA:  National  Center  for  Education  in 
Maternal  and  Child  Health,  [1994].  4  pp. 

Contact:  National  Maternal  and  Child  Health 
Clearinghouse,  2070  Chain  Bridge  Road,  Suite  450, 
Vienna,  VA  22182-2536. 

Telephone:  (703)821-8955.  Fax:  (703)821-2098. 
Available  at  no  charge. 

This  fact  sheet  provides  an  overview  of  the  Bright 
Futures  guidelines  for  health  supervision  of  infants, 
children,  and  adolescents.  It  includes  an  overview, 
the  Bright  Futures  Children's  Health  Charter, 
highlights  of  the  guidelines,  and  a  list  of  desired 
outcomes. 


Bright  futures:  Guidelines  for  health 
supervision  of  infants,  children,  and 
adolescents 

Arlington,  VA:  National  Center  for  Education  in 
Maternal  and  Child  Health,  1994.  273  pp. 

Contact:  National  Maternal  and  Child  Health 
Clearinghouse,  2070  Chain  Bridge  Road,  Suite  450, 
Vienna,  VA  22182-2536. 

Telephone:  (703)821-8955.  Fax:  (703)821-2098. 
$20.00  plus  $2.35  shipping  and  handling  for  single 
copies;  $18.00  each  for  4-9  copies,  $15.00  each  for 
10-49  copies,  $14.00  each  for  50-100  copies. 

The  Bright  Futures  guidelines  present  a 
comprehensive  approach  to  health  supervision. 
These  guidelines  are  responsive  to  the  current  and 
emerging  health  needs  of  infants,  children, 
adolescents,  families,  and  communities,  with  a 
special  focus  on  health  promotion  and  disease 
prevention.  The  Bright  Futures  guidelines  present  a 
longitudinal,  personalized,  contextual  approach  to 
health  supervision  that  complements  the  efforts  of 
family,  school,  community,  and  media.  The 
guidelines  are  developmentally  based,  with  sections 
for  infancy,  early  childhood,  middle  childhood,  and 
adolescence.  Each  section  contains  a  theme 
chapter,  "snapshots"  of  developmental  changes  at 
each  age,  charts  of  developmental  strengths  and 
issues,  family  preparation  for  health  supervision, 
interview  "trigger"  questions,  developmental 
surveillance  and  milestones,  additional  screening 
procedures,  immunization  information,  anticipatory 
guidance,  health  supervision  summaries,  and 
bibliographies.  Appendices  include  periodicity 
and  immunization  schedules,  a  body  mass  index 
chart,  and  a  general  bibliography. 


JOHANSEN  AS,  STARFIELD  B,  HARLOW  J 

Analysis  of  the  concept  of  primary  care 
for  children  and  adolescents:  A  policy 
research  brief 

Baltimore,  MD:  Child  and  Adolescent  Health 
Policy  Center,  Johns  Hopkins  University,  1994.  20 
pp. 

Contact:  Librarian,  National  Center  for  Education 
in  Maternal  and  Child  Health,  2000  15th  Street 
North,  Suite  701,  Arlington,  VA  22201-2617. 
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Telephone:  (703)524-7802.  Fax:  (703)524-9335. 
Photocopy  available  at  no  charge. 

The  purpose  of  this  report  is  to  expand  and  clarify 
the  definition  of  primary  care  previously  developed 
by  the  Maternal  and  Child  Health  Bureau,  in  order 
to  help  State  maternal  and  child  health  personnel 
and  others  working  in  this  area  to  better  understand 
the  attributes  of  primary  care.  A  second  purpose  is 
to  review  the  current  scientific  evidence  concerning 
the  significance  of  each  attribute  specified  in  the 
definition  of  primary  care. 


Health,   1000  Northeast  Tenth  Street,  P.O.  Box 
53551,  Oklahoma  City,  OK  73152. 
Telephone:     (405)  271-4476.     Available  at  no 
charge. 

This  manual  was  designed  to  be  used  in  adolescent 
health  clinics  by  health  practitioners.  The  topics 
covered  in  the  manual  include:  Optimal  health 
maintenance  schedule,  health  history, 
measurements,  physical  exam,  immunization  and 
tuberculosis  screening,  laboratory 
recommendations  and  procedures,  patient 
assessment,  individual  care  plan,  and  preventive 
education. 


NATIONAL  CENTER  FOR  EDUCATION  IN 
MATERNAL  AND  CHILD  HEALTH 

Bright  futures:  Guidelines  for  health 
supervision  of  infants,  children,  and 
adolescents 

Arlington,  VA:  National  Center  for  Education  m 
Maternal  and  Child  Health,  (1994).  6  pp. 

Contact:  National  Maternal  and  Child  Health 
Clearinghouse,  2070  Chain  Bridge  Road,  Suite  450, 
Vienna,  VA  22182-2536. 

Telephone:  (703)821-8955.  Fax:  (703)821-2098. 
Available  at  no  charge. 

This  brochure  describes  the  Bright  Futures  health 
supervision  guidelines  for  infants,  children,  and 
adolescents.  It  includes  a  table  indicating  the 
organization  of  the  guidelines  and  a  periodicity 
schedule  indicating  the  ages  of  the  children  covered 
by  the  guidelines.  The  brochure  describes  how  the 
guidelines  were  developed  and  how  they  can  be 
used,  and  reviews  this  unique  developmental 
approach  to  child  health  supervision.  Also  included 
is  a  detachable  order  form  with  pricing  information 
and  payment  options. 


OKLAHOMA  STATE  DEPARTMENT  OF 
HEALTH 

Adolescent  health  maintenance  exam 
for  Oklahoma  State  Department  of 
Health  adolescent  health  clinics 


SHHDIAC  MC,  DIEVLER  A 

Sustainability  of  primary  care 
demonstration  projects:  End  of  year  1 
report 

Baltimore,  MD:  Child  and  Adolescent  Health 
Policy  Center,  Johns  Hopkins  University,  1993.  ca. 
50  pp. 

Contact:    Librarian,  National  Center  for  Education 
m  Maternal  and  Child  Health,  2000  15th  Street 
North,  Suite  701.  Arlington.  VA  22201. 
Telephone:  (703)524-7802.  Fax:  (703)524-9335. 
Available  for  loan. 

This  report  describes  the  effect  of  changing  funding 
streams  on  six  Title  V  primary  care  demonstration 
projects  initiated  in  Pennsylvania  in  the  1960s. 
These  Children  and  Youth  Projects  (C&Y)  were 
part  of  a  nationwide  effort  to  establish 
comprehensive  health  services  for  children  living  in 
low-income  areas.  The  report  details  what 
happened  to  these  programs  when  the  Pennsylvania 
Department  of  Health  switched  to  a  capitation- 
based,  case-coordinated  primary  health  care  model 
referred  to  as  Children's  Access  to  Primary  Services 
(CHAPS).  The  new  model  was  chosen  to  eliminate 
overlapping  funding,  to  increase  access  to  care,  and 
to  ensure  accountability.  Discussion  of  the  concept 
of  sustainability  and  of  research  into  program 
continuation  is  included  along  with  the 
questionnaire  used  in  surveying  the  projects. 


Oklahoma  City,  OK:   Oklahoma  State  Department 
of  Health,  n.d..  25  pp. 

Contact:    Adolescent  Section.  Maternal  and  Child 
Health  Service,  Oklahoma  State  Department  of 
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SOLLOWAY  MR,  BUDETTI  PP,  EDS. 

Child  health  supervision:  Analytical 
studies  in  the  financing,  delivery,  and 
cost-effectiveness  of  preventive  and 
health  promotion  services  for  infants, 
children,  and  adolescents 

Arlington,  VA:  National  Center  for  Education  in 
Maternal  and  Child  Health,  1995.  401  pp. 

Contact:  National  Maternal  and  Child  Health 
Clearinghouse,  2070  Chain  Bridge  Road,  Suite  450, 
Vienna,  VA  22182-2536. 

Telephone:  (703)821-8955.  Fax:  (703)821-2098. 
Available  at  no  charge. 

This  compendium  of  articles  examines  health 
systems  problems  of  child  health  supervision 
services  in  three  major  areas:  Access  and 
financing;  organization  and  delivery;  and  cost  and 
effectiveness.  Some  specific  topics  include  health 
insurance,  medicaid  managed  care,  Early  and 
Periodic  Screening,  Diagnostic  and  Testing 
(EPSDT)  services,  preventive  approaches  to  well- 
child  care  in  populations,  cross-national 
comparisons,  lead  poisoning,  oral  health, 
adolescent  preventive  mental  health,  and  school 
health  services. 


WASHINGTON  STATE  DEPARTMENT  OF 
HEALTH,  PARENT-CHILD  HEALTH 
SERVICES 

Child  and  adolescent  health  screening 
guidelines 

Olympia,  WA;  Parent-Child  Health  Services, 
Washington  State  Department  of  Health,  1992.  ca. 
125  pp. 

Contact:        Parent-Child     Health     Services, 
Washington  State  Department  of  Health,  P.O.  Box 
47880,  Olympia,  WA  98504. 
Telephone:  (206)586-4685.  Fax:  (206)586-7868. 
Price  unknown. 

These  guidelines  are  intended  to  be  used  as  part  of 
the  quality  assurance  system  for  agencies  providing 
health  screening  for  infants,  children,  and 
adolescents  in  the  State  of  Washington.  The 
guidelines  are  based  on  the  recommendations  of  the 
American  Academy  of  Pediatrics'  child  health 
supervision  guidelines,  and  of  pediatric  experts 
who  have  authored  articles  and  texts  on  pediatric 


health  screening.  The  guidelines  have  been 
revised,  based  on  expert  review  and  comments. 
The  guidelines  recognize  limitations  in  Washington 
State,  such  as  inadequate  numbers  of  health  care 
providers  and  geographically  isolated  communities. 
The  35  chapters  and  the  appendix  cover  various 
general  topics  such  as  models  for  delivering  child 
health  services,  and  include  guidelines  for  specific 
types  of  screening  such  as  vision  and  oral  health. 


WIGTON  A,  GRASON  H,  CASSADY  C 

Assessing  primary  care  for  children: 
Field  test  experiences  in  four  States — ^A 
strategy  brief 

Baltimore,  MD:  Child  and  Adolescent  Health 
Policy  Center,  Johns  Hopkins  University,  1994.  16 
pp. 

Contact:   Librarian,  National  Center  for  Education 
in  Maternal  and  Child  Health,  2000  15th  Street 
North,  Suite  701,  Arlington,  VA  22201-2617. 
Telephone:  (703)524-7802.  Fax:  (703)524-9335. 
Photocopy  available  at  no  charge. 

This  report  introduces  tools  developed  by  the  Child 
and  Adolescent  Health  Policy  Center  at  The  Johns 
Hopkins  University,  to  assess  primary  care  services 
for  children  and  adolescents  at  the  State/systems 
and  facility/provider  levels.  The  report  presents 
maternal  and  child  health  program  approaches  and 
experiences  in  field  testing  the  instruments  and 
addresses  issues  that  require  additional  attention, 
such  as  content  and  administration  of  the  survey. 


WIGTON  A,  GRASON  H,  CASSADY  C, 
PEARSON  J 

Children's  primary  health  care  planning 
in  Arizona:  A  strategy  brief 

Baltimore,  MD:  Child  and  Adolescent  Health 
Policy  Center,  Johns  Hopkins  University,  1994.  27 
pp. 

Contact:  National  Maternal  and  Child  Health 
Clearinghouse,  2070  Chain  Bridge  Road,  Suite  450, 
Vienna,  VA  22182-2536. 

Telephone:  (703)821-8955.  Fax:  (703)821-2098. 
Available  at  no  charge. 
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This  report  presents  the  experiences  of  the  Arizona 
Children's  Primary  Health  Care  Task  Force  in 
putting  into  practice  primary  care  as  defined  by  the 
Maternal  and  Child  Health  Bureau.  The 
interagency  task  force  was  convened  by  the  State 
Title  V  program  to  examine  and  improve  the 
system  of  primary  care  services  for  children  and 
adolescents  in  Arizona.  The  primary  care  planning 
framework,  task  force  management  strategies,  and 
deliberation  outcomes  are  described. 


WIGTON  A,  WITH  GRASON  H 

Child  health  systems  primary  care 
assessment:  Community      self- 

assessment  guide 

Baltimore,  MD:  Child  and  Adolescent  Health 
Policy  Center,  Johns  Hopkins  University,  1995.  37 
pp. 


Contact:  Child  and  Adolescent  Health  Policy 
Center,  Department  of  Maternal  and  Child  Health, 
School  of  Hygiene  and  Public  Health,  Johns 
Hopkins  University,  624  North  Broadway, 
Baltimore,  MD  21205. 

Telephone:  (410)550-5443.  Fax:  (410)955-2303. 
Price  unknown. 

This  manual,  directed  toward  community  groups 
interested  in  assessing  local  primary  health  care 
services  for  children  and  adolescents,  offers  a 
means  of  evaluating  current  systems  and  planning 
future  systems.  Consisting  largely  of  forms,  the 
manual  covers  methods  of  gathering 
sociodemographic  data  and  determining  community 
resources,  policies,  and  programs.  Appendices 
provide  examples  of  data  and  data  sources,  and 
suggest  techniques  for  presenting  information  about 
community  activities. 


PUBLIC  HEALTH  AND  POLICY 


BARTLETT  T 

How  to  get  your  "stuff"  in  the  paper 

Charleston,  WV:  Office  of  Maternal  and  Child 
Health,  West  Virginia  Bureau  of  Public  Health. 
1994.   15  pp. 

Contact:  Adolescent  Health  Initiative.  Office  of 
Maternal  and  Child  Health,  West  Virginia  Bureau 
of  Public  Health,  1411  Virginia  Street  East. 
Charleston,  WV  25301. 

Telephone:  (304)558-5388.  Fax:  (304)558-2183. 
Price  unknown. 

This  manual  suggests  ways  that  health  care 
professionals  can  promote  their  programs  though 
local  newspaper  coverage.  The  manual  provides  a 
rationale  for  media  coverage  and  offers  suggestions 
for  ways  to  obtain  coverage  to  the  advantage  of  the 
program.  The  manual  includes  instructions  relating 
to  both  the  content  and  the  process. 


BLUM  R,  ED. 

Proceedings  from  the  1989  Adolescent 
Health  Coordinators  Conference, 
Denver.  Colorado.  August  8-10.  1989 

Washington,  DC:  National  Center  for  Education  in 
Maternal  and  Child  Health,  1990.    144  pp. 

Contact:  National  Maternal  and  Child  Health 
Clearinghouse,  2070  Chain  Bridge  Road.  Suite  450, 
Vienna,^ VA  22182-2536. 

Telephone:  (703)821-8955.  Fax:  (703)821-2098. 
Available  at  no  charge. 

These  proceedings  contain  the  papers  and 
workshop  recommendations  from  the  1989  State 
Adolescent  Health  Coordinators  Conference 
sponsored  by  the  Maternal  and  Child  Health 
Bureau  in  association  with  the  Adolescent  Health 
Program  at  the  University  of  Minnesota. 
Presentations  include  an  overview  of  Federal 
activities  in  adolescent  health,  an  address  by  Louis 
Sullivan  (then-Secretary  of  the  U.S.  Department  of 
Health  and  Human  Services),  updates  on  the 
activities  of  the  Carnegie  Council  on  Adolescent 
Development  and  the  W.  T.  Grant  Foundation,  and 
innovative  programs  in  adolescent  health.    Papers 
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and  workshop  discussions  addressed  risk  behaviors 
of  youth,  clinical  standards,  health  care  financing, 
legal  and  ethical  issues,  and  the  care  of  gay  and 
lesbian  youth. 


a  brief  description  of  the  program.  Resource 
entries  provide  order  information  and  brief 
annotations  for  publications  and  other  materials. 


COHEN  L,  BAER  N,  SATTERWHITE  P 


Developing  effective   coalitions: 
eight-step  guide 


An 


Pleasant  Hill,  CA:  Prevention  Program,  Contra 
Costa  County  Health  Services  Department,  1994. 
22  pp. 

Contact:  National  Maternal  and  Child  Health 
Clearinghouse,  2070  Chain  Bridge  Road,  Suite  450, 
Vienna,  VA  22182-2536. 

Telephone:  (703)821-8955.  Fax:  (703)821-2098. 
Available  at  no  charge. 

This  guide  was  developed  to  assist  public  health 
programs  in  developing  effective  community 
coalitions  for  injury  prevention.  The  guide  is  based 
on  the  experiences  of  the  Contra  Costa  County 
Prevention  Program  in  the  San  Francisco  Bay  Area, 
focusing  on  the  prevention  of  violence, 
unintentional  injury,  and  chronic  disease  through 
coordination  and  development  of  existing 
community  efforts.  The  guide  defines  a  coalition 
and  describes  its  advantages,  then  presents  eight 
steps  to  building  coalitions. 


COLORADO  DEPARTMENT  OF  HEALTH, 
ADOLESCENT  HEALTH  PROGRAM,  REACH 
RESOURCE  CENTER 

REACH  database 


GRASON  HA,  GUYER  B 

Public  MCH  program  functions: 
Essential  public  health  services  to 
promote  maternal  and  child  health  in 
America.   (Preliminary  ed.) 

Baltimore,  MD:  Child  and  Adolescent  Health 
Policy  Center,  Johns  Hopkins  University,  1995.  41 
pp. 

Contact:  Child  and  Adolescent  Health  Policy 
Center,  Department  of  Maternal  and  Child  Health, 
School  of  Hygiene  and  Public  Health,  Johns 
Hopkins  University,  624  North  Broadway, 
Baltimore,  MD  21205. 

Telephone:  (410)614-3486.  Fax:  (410)955-2303. 
Available  at  no  charge. 

This  paper  presents  a  preliminary  version  of  a 
framework  for  defining  the  functions  that  should  be 
carried  out  by  State  and  local  maternal  and  child 
health  (MCH)  programs.  It  provides,  an  overview, 
describes  the  methodology,  presents  10  essential 
public  health  services  needed  to  assure  maternal 
and  child  health,  describes  the  functions  of  MCH 
programs,  and  presents  examples  of  Federal,  State, 
and  local  programs  that  implement  these  program 
functions.  The  paper  includes  a  list  of  commonly 
used  acronyms  and  reference  materials.  This 
preliminary  paper  is  being  distributed  so  that  its 
assumptions  can  be  tested  at  the  State  and  local 
levels,  allowing  the  test  results  to  be  incorporated 
in  the  final  version  of  the  publication. 


Denver,  CO:  REACH  Resource  Center,  Colorado 
Department  of  Health ,  [  1 994] .  11 0  pp. 

Contact:    REACH  Resource  Center,  Adolescent 

Health  Program,  Colorado  Department  of  Health, 

4300  Cherry  Creek  Drive  South,  Denver,  CO 

80222. 

Telephone:  (303)692-2328.  Price  unknown. 

This  directory  provides  a  print  version  of  the 
Resources  for  Enhancing  Adolescent  Community 
Health  (REACH)  data  base.  Entries  focus  on 
community  efforts  to  provide  improved  services  for 
adolescents  and  provide  name  and  contact 
information,  a  listing  of  available  publications,  and 


HOLT  K,  LANGLYKKE  K,  PANZARINE  S, 
EDS. 

Reaching  youth:  A  public  health 
responsibility — 1993  State  Adolescent 
Health  Coordinators  Conference 
proceedings 

Arlington,  VA:  National  Center  for  Education  in 
Maternal  and  Child  Health,  1994.   108  pp. 

Contact:  Librarian,  National  Center  for  Education 
in  Maternal  and  Child  Health,  2000  15th  Street 
North,  Suite  701,  Arlington,  VA  22201. 
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Telephone:  (703)524-7802.  Fax:  (703)524-9335. 
Available  for  loan. 

The  proceedings  of  the  sixth  annual  State 
Adolescent  Health  Coordinators  Conference,  held 
in  Washington,  DC,  on  March  20-24,  1993,  present 
a  portrait  of  youth  through  the  exploration  of 
problems,  prospects,  and  new  paradigms.  The 
proceedings  also  contain  presentations  on  a  systems 
approach  to  public  health  issues,  youth  violence 
and  its  prevention,  and  the  work  groups' 
recommendations  for  public  health  measures  to 
prevent  adolescent  violence.  Appendices  include 
the  "Healthy  People  2000"  objectives  related  to 
violence  reduction  and  prevention,  in  addition  to 
conference  agendas  and  the  participants  list. 


KING  MP 

Healthy  kids:  State  initiatives  to 
improve  children  s  health 

Denver,  CO:  National  Conference  of  State 
Legislatures,  1993.  59  pp. 

Contact:  National  Conference  of  Stale 
Legislatures,  1560  Broadway,  Suite  700,  Denver, 
CO  80202. 

Telephone:  (303)830-2054.  $15.00  plus  shipping 
and  handling. 

This  publication  addresses  major  public  policy 
topics  related  to  improving  child  and  adolescent 
health,  including  providmg  msurance  coverage  for 
more  low-income  children  and  adolescents, 
expanding  and  improving  medicaid  programs, 
financing  services  for  children  and  adolescents  with 
special  health  needs,  improving  immunization 
rates,  and  addressing  adolescent  health  issues.  For 
each  topic,  highlights  of  State  programs  illustrate  a 
variety  of  approaches  to  the  common  issues.  An 
additional  section  brietly  highlights  individual  State 
efforts  concerning  access  to  care  for  minority 
populations,  early  intervention  programs  for  high- 
risk  families,  and  emergency  medical  services.  The 
publication  includes  a  resource  list  of  organizations 
and  annotated  bibliography  of  publications  that 
provide  additional  information. 


MCMANUS  M,  KELLY  R,  NEWACHECK  P, 
GEPHARTJ 

The  role  of  Title  V  maternal  and  child 
health  programs  in  assuring  access  to 
health  services  for  adolescents 

Washington,  DC:  McManus  Health  Policy,  n.d.  36 
pp. 

Contact:    McManus  Health  Policy,  2  Wisconsin 
Circle,  Suite  700,  Bethesda,  MD  20815. 
Telephone:  (202)686-4797.  Fax:  (301)654-1089. 

This  report  presents  the  results  of  a  1989  survey  of 
State  Title  V  maternal  and  child  health  (MCH) 
programs  and  children  with  special  health  needs 
(CSHN)  programs  with  respect  to  their  roles  in 
serving  adolescents.  The  publication  brings 
together  the  results  of  adolescent  health  initiatives 
from  both  MCH  and  CSHN  perspectives  to 
examine  how  these  programs  might  be  better 
coordinated  and  strengthened.  The  survey  revealed 
that  most  Title  V-supported  programs  routinely  bill 
medicaid  (and,  to  a  lesser  extent,  private  insurance) 
for  some  services.  Limited  revenues  are  received 
from  insurance  due  to  inadequate  billing  capacity. 
the  type  of  services  offered  by  Title  V  programs, 
and  low  reimbursement  from  medicaid. 


NACHBAR  N,  GRASON,  HA 

Public  MCH  program  functions 
framework:  Essential  public  health 
services  to  promote  maternal  and  child 
health  in  America 

Baltimore,  MD:  Child  and  Adolescent  Health 
Policy  Center,  Johns  Hopkins  University.  1996. 
summ.  4  pp. 

Contact:  Child  and  Adolescent  Health  Policy 
Center,  Department  of  Maternal  and  Child  Health. 
School  of  Hygiene  and  Public  Health,  Johns 
Hopkins  University,  624  North  Broadway, 
Baltimore,  MD  21205. 

Telephone:  (410)550-5443.  Fax:  (410)955-2303. 
Summary  currently  available  at  no  charge;  full 
report,  forthcoming. 

This  summary  paper  defines  ways  that  public 
policies  developed  and  administered  by  local.  State, 
and  Federal  health  agencies  can  increase  the 
delivery  of  health  services  to  women,  children,  and 
adolescents.   The  paper  focuses  on  the  delivery  of 
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services  for  maternal  and  child  health,  notes  the 
organizations  that  cooperated  in  the  development  of 
the  framework,  emphasizes  the  basic  tenets  that 
shaped  the  development  of  the  framework; 
considers  10  essential  services  for  the  primary 
groups,  and  describes  methodology  and 
applications  of  the  framework.  The  full  version  of 
the  framework  is  scheduled  to  be  available  in 
spring  1996. 


NATIONAL  CENTER  FOR  EDUCATION  IN 
MATERNAL  AND  CHILD  HEALTH;  JOHNS 
HOPKINS  UNIVERSITY,  CHILD  AND 
ADOLESCENT  HEALTH  POLICY  CENTER; 
AND  GEORGE  WASHINGTON  UNIVERSITY, 
CHILD  AND  ADOLESCENT  HEALTH  POLICY 
CENTER 

PIC  briefing  book:    Quality  assurance 

Arlington.  VA:  National  Center  for  Education  in 
Maternal  and  Child  Health.  1995.  ca.  225  pp. 

Contact:   Librarian,  National  Center  for  Education 
in  Maternal  and  Child  Health.  2000  15th  Street 
North.  Suite  701,  Arlington.  VA  22201-2617. 
Telephone:  (703)524-7802.  Fax:  (703)524-9335. 
Available  for  loan. 

This  looseleaf  manual  contains  a  collection  of 
workshop  proceedings,  articles,  white  papers,  State 
protocols,  and  quality  assurance  reports  prepared 
for  a  February  1995  meeting  of  the  MCH 
Partnership  for  Information  and  Communication 
(PIC)  Interorganizational  Work  Group.  The 
background  materials  focus  on  protecting  quality  of 
care  for  children  and  adolescents,  standardizing 
data  for  comparative  evaluations,  and  using  report 
cards  as  performance  measures.  Sections  of  the 
manual  concentrate  on  quality  assessment  for 
children  with  special  health  needs,  protocols  for 
adolescent  health,  and  medicaid  standards  for 
school-based  health  centers.  A  bibliography 
contains  citations  and  abstracts  of  materials  from 
the  Reference  Collection  of  the  National  Center  for 
Education  in  Maternal  and  Child  Health. 


NATIONAL  CENTER  FOR  YOUTH  LAW 

State  minor  consent  statutes:  A 
summary 

Cincinnati,  OH:  Center  for  Continuing  Education 
in  Adolescent  Health,  Children's  Hospital  Medical 
Center,  1995.   197  pp. 

Contact:  National  Maternal  and  Child  Health 
Clearinghouse,  2070  Chain  Bridge  Road,  Suite  450, 
Vienna,  VA  22182-2536. 

Telephone:  (703)  821-8955.  Fax:  (703)  821-2098. 
Available  at  no  charge. 

This  report  contains  a  collection  of  State  legislation 
relating  to  minors'  access  to  and  use  of  health  care. 
The  introduction  discusses  the  legal  framework  that 
affects  the  health  care  provider's  delivery  of 
services  to  minors,  and  considers  questions 
pertaining  to  consent,  confidentiahty,  and  financial 
responsibility.  Individual  entries  for  all  50  States 
and  the  district  of  Columbia  list  the  State  provisions 
first,  referencing  the  pertinent  statutes,  then  provide 
a  brief  synopsis  of  the  relevant  sections  of  specific 
provisions  concerning  minors,  their  status,  and 
types  of  health  care. 


OHIO  DEPARTMENT  OF  HEALTH,  BUREAU 
OF  MATERNAL  AND  CHILD  HEALTH, 
ADOLESCENT  HEALTH  PROGRAM 

Funded  1990  adolescent  health 
education/training  grant  program 
activities 

Columbus,  OH:  Ohio  Department  of  Health,  1990. 
20  pp. 

Contact:    Adolescent  Health  Program,  Bureau  of 

Maternal  and  Child  Health,  Ohio  Department  of 

Health,  246  North  High  Street,  P.O.  Box  118, 

Columbus,  OH  43266-0118. 

Telephone:     (614)  466-3543.     Available  at  no 

charge. 

This  report  provides  19  proposals  that  were  funded 
by  the  Adolescent  Health  Program  of  the  Bureau  of 
Maternal  and  Child  Health,  Ohio  Department  of 
Health,  under  the  1990  Adolescent  Health 
Education/Training  Grant  Program.  The  funded 
programs  are  based  on  local  adolescent  issues  and 
cooperatively  coordinated  by  at  least  five  youth- 
serving  agencies. 


Adolescent  Health  Products 


347 


PANZARINE  S,  ED. 

Promoting  the  health  of  adolescents: 
Proceedings  from  the  1990  State 
Adolescent  Health  Coordinators 
Conference 

Washington,  DC:  National  Center  for  Education  in 
Maternal  and  Child  Health,  1 99 1 .   1 1 8  pp. 

Contact:   Librarian,  National  Center  for  Education 
in  Maternal  and  Child  Health.  2000  1 5th  Street 
North,  Suite  701,  Arlington,  VA  22201-2617. 
Telephone:  (703)524-7802.  Fax:  (703)524-9335. 
Available  for  loan. 

These  proceedings  contain  the  papers  and 
workshop  recommendations  from  the  1990  State 
Adolescent  Health  Coordinators  Conference, 
sponsored  by  the  Maternal  and  Child  Health 
Bureau  and  coordinated  by  the  Division  of 
Adolescent  Medicine,  Children's  Hospital  Medical 
Center,  Cincinnati,  Ohio.  Presentations  address  an 
overview  of  the  changes  in  Title  V  as  amended  by 
the  Omnibus  Budget  Reconciliation  Act  of  1989,  as 
well  as  adolescent  health  surveys,  an  international 
perspective  on  adolescent  issues,  and  the  role  and 
responsibilities  of  State  adolescent  health 
coordinators,  development  of  a  statewide  needs 
assessment,  coalition  building,  and  planning  for  the 
"Healthy  People  2000 "  objectives. 


UNIVERSITY  OF  ILLINOIS  AT  CHICAGO, 
SCHOOL  OF  PUBLIC  HEALTH.  COMMUNITY 
HEALTH  SCIENCES,  MATERNAL  AND  CHILD 
HEALTH  TRAINING  PROGRAM 

Making  change  happen:  On  target  for 
2000!— Proceedings  of  the  eighth 
annual  Maternal  and  Child  Health 
Leadership  Conference 

Chicago,  IL:  Maternal  and  Child  Health  Training 
Program,  University  of  Illinois  at  Chicago,  1993. 
138  pp. 

Contact:  Maternal  and  Child  Health  Training 
Program,  School  of  Public  Health,  University  of 
Illinois  at  Chicago,  2035  West  Taylor  Street  (M- 
C923),  Chicago,  IL  60612-7259. 


Telephone:  (312)996-0724.  Fax:  (312)996-3551. 
Price  unknown. 

These  proceedings  summarize  information 
presented  at  the  eighth  annual  Maternal  and  Child 
Health  Leadership  Conference  for  the  U.S. 
Department  of  Health  and  Human  Services  Regions 
V  and  VII,  held  March  6-9,  1993.  Major  plenary 
sessions  covered  barriers  to  meeting  "Healthy 
People  2000"  objectives,  preconception  and 
reproductive  health  care,  adolescent  health,  and 
health  care  financing.  Focus  group  topic 
summaries  include  community-based  needs 
assessment,  services  for  homeless  pregnant 
adolescents,  immunizations  in  urban  populations, 
health  care  needs  of  underserved  minority 
populations,  support  services  for  children  and 
adolescents  with  special  health  needs,  quality 
assurance  in  child  and  adolescent  health 
assessments,  and  adolescent  peer  educators. 


WALKER  JA 

Outlooks  and  insights:  Understanding 
rural  adolescents — Youth  policy  for 
rural  communities 

Minneapolis.  MN:  Minnesota  Extension  Service, 
University  of  Minnesota,  1990.  22  pp. 

Contact:     4H   Youth   Development.   Minnesota 
Extension  Service,  University  of  Minnesota.  Box 
721  UMHC.  Harvard  Street  at  East  River  Road, 
Minneapolis,  MN  55455. 
Telephone:  (612)626-2820.  $7.00. 

This  report  was  written  for  parents,  adolescents, 
community  leaders,  and  local  policymakers 
concerned  with  youth  development.  It  incorporates 
statistics,  analysis,  and  commentary  generated  by  a 
comprehensive  1987  statewide  survey.  The 
purpose  of  this  report  is  to  clarify  the  issues 
affecting  the  health  and  safety  of  adolescents  in 
rural  communities,  and  to  motivate  adults  and 
young  people  to  take  action  that  will  reduce  risk 
and  make  their  communities  safe,  supportive 
environments  for  youth.  The  report  is  a 
collaborative  effort  of  the  Adolescent  Health 
Program  at  the  University  of  Minnesota.  Minnesota 
4-H  Youth  Development,  and  the  Youth  Policy 
Education  Program. 
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SEXUALITY,  PREGNANCY, 
AND  PARENTING 


ALLEGHENY  COUNTY  HEALTH 
DEPARTMENT;  HEALTHY  START, 
INCORPORATED;  AND  FAMILY  HEALTH 
COUNCIL 

Family  planning  for  a  Healthy  Start: 
Working  together  to  reduce  infant 
mortality  in  Pittsburgh /Allegheny 
County 

Pittsburgh,  PA:  Allegheny  County  Health 
Department;  Healthy  Start,  Incorporated;  and 
Family  Health  Council,  n.d..   16  pp. 

Contact:    Healthy  Start/Pittsburgh  and  Allegheny 
County,  Allegheny  County  Health  Department, 
3333  Forbes  Avenue,  Pittsburgh,  PA  15213. 
Telephone:  (412)578-8003.  Fax:  (412)578-8325. 
Price  unknown. 

This  booklet  reviews  the  services  provided  by  the 
Family  Health  Council  to  ensure  that  the  goals  of 
the  Healthy  Start  program  are  achieved  in 
Pittsburgh  and  Allegheny  County,  Pennsylvania.  It 
underscores  the  role  of  family  planning  in  reducing 
infant  mortality,  highlights  the  services  of  the 
family  planning  clinics,  and  reviews  community 
education  and  outreach  programs. 


AMERICAN  COLLEGE  OF  OBSTETRICIANS 
AND  GYNECOLOGISTS,  COMMITTEE  ON 
ADOLESCENT  HEALTH  CARE 


Adolescent    sexuality:        Guides 
professional  involvement.    (2nd  ed.] 


for 


Washington,  DC:  American  College  of 
Obstetricians  and  Gynecologists,  1993.  2  v. 

Contact:    ACOG  Distribution  Center,  American 
College  of  Obstetricians  and  Gynecologists,  P.O. 
Box  4500,  Keameysville,  WV  25430-4500. 
Telephone:   (800)  762-2264.   $150.00  plus  $10.00 
shipping  and  handling,  prepayment  required. 

This  two-volume  manual  is  intended  to  encourage 
and  assist  physicians,  nurses,  and  other  health  care 
providers  to  become  active  in  presenting 
information    about    adolescent    sexuality    and 


pregnancy  to  parents  and  other  community  groups. 
The  manual  is  organized  into  12  self-contained 
modules  providing  basic  information  on  growth  and 
development,  sexuality/family  life  education, 
contraceptive  options,  adolescent  pregnancy  and 
prevention  strategies,  sexually  transmitted  diseases, 
and  dating  violence.  Each  module  contains  an 
outline  for  presentation,  slides,  background 
readings  and  bibliography,  and  sample  handouts 
and  pamphlets. 


ASSOCIATION  OF  MATERNAL  AND  CHILD 
HEALTH  PROGRAMS 


Adolescent    fathers: 
services 


Directory    of 


Washington,  DC:  National  Center  for  Education  in 
Maternal  and  Child  Health,  1991 .   147  pp. 

Contact:   Librarian,  National  Center  for  Education 
in  Maternal  and  Child  Health,  2000  15th  Street 
North,  Suite  701,  Arlington,  VA  22201-2617. 
Telephone:   (703)  524-7802.   Fax:   703-524-9335. 
Available  for  loan. 

This  national  directory  was  developed  to  provide 
health  professionals  with  information  on  program 
services  for  adolescent  fathers.  The  directory 
includes  a  description  of  114  programs,  including 
program  services,  funding,  populations  served, 
staffing,  program  location,  outreach  methods,  and 
contact  information.  The  directory  is  organized  by 
State  and  indexed  by  project  title,  geographic 
region,  and  types  of  services  provided.  The 
directory  represents  a  collaborative  effort  by  the 
Maternal  and  Child  Health  Bureau,  the  Association 
of  Maternal  and  Child  Health  Programs,  the  School 
of  Public  and  Environmental  Affairs  at  Indiana 
University,  and  the  National  Center  for  Education 
in  Maternal  and  Child  Health. 
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BIROFM 

Adolescents  and  sexually  transmitted 
diseases 


use.  (5)  socioeconomic  and  cultural  influences  on 
contraceptive  use,  and  (6)  programs  to  reduce 
unintended  pregnancy. 


Washington,  DC:  National  Center  for  Education  in 
Maternal  and  Child  Health,  1992.  23  pp. 

Contact:   Librarian,  National  Center  for  Education 
in  Maternal  and  Child  Health,  2000  15th  Street 
North,  Suite  701.  Arlington,  VA  22201-2617. 
Telephone:  (703)524-7802.  Fax:  (703)524-9335. 
Available  for  loan. 


CHILDREN'S  HOSPITAL  MEDICAL  CENTER, 
DIVISION  OF  ADOLESCENT  MEDICINE. 
CENTER  FOR  CONTINUING  EDUCATION  IN 
ADOLESCENT  HEALTH 

Obtaining  a  sexual  history  from  an 
adolescent 


This  document  includes  information  on  the 
prevalence  and  nature  of  sexual  activity  among 
adolescents;  risk  factors  associated  with  STDs. 
including  race,  gender,  age,  psychological  and 
cognitive  factors,  and  socioeconomic  level; 
prevalence,  diagnosis,  and  treatment  of  six  sexually 
transmitted  diseases;  and  various  approaches  to 
their  prevention. 


BROWN  SS,  EISENBERG  L,  EDS..  AND 
INSTITUTE  OF  MEDICINE,  DIVISION  OF 
HEALTH  PROMOTION  AND  DISEASE 
PREVENTION.  COMMITTEE  ON 
UNINTENDED  PREGNANCY 

The  best  intentions:  Unintended 
pregnancy  and  the  well-being  of 
children  and  families 

Washington,  DC:  National  Academy  Press,  1995. 
380  pp.,  exec.  summ.  (20  pp.). 

Contact:  National  Maternal  and  Child  Health 
Clearinghouse,  2070  Chain  Bridge  Road,  Suite  450, 
Vienna,  VA  22182-2536. 

Telephone:  (703)821-8955.  Fax:  (703)821-2098. 
Executive  summary  available  at  no  charge.  Full 
report  available  for  $29.95  plus  $4.00  shipping  and 
handling  from  National  Academy  Press,  2101 
Constitution  Avenue,  N.W.,  Lockbox  285. 
Washington  DC,  20055.  Telephone:  (800)  624- 
6242  or  (202)  334-3313. 

This  book  reports  on  a  study  that  explored  the 
relationship  of  unintended  pregnancy  in  the  United 
States  to  the  health  and  well-being  of  children  and 
families,  and  makes  recommendations  for  policy, 
practice,  and  research.  The  report  discusses  (1) 
demography  and  consequences  of  unintended 
pregnancy,  (2)  patterns  of  contraceptive  use,  (3) 
contraceptive  knowledge  and  access,  (4)  personal 
and  interpersonal  determinants  of  contraceptive 


Cincinnati,  OH:  Center  for  Continuing  Education 
in  Adolescent  Health,  Children's  Hospital  Medical 
Center,  1996.  1  manual  (ca.  100  pp.).  1  book  (197 
pp.),  1  videotape  (39:40  minutes). 

Contact:     Center  for  Continuing  Education   in 

Adolescent    Health.    Division    of    Adolescent 

Medicine,  Children's  Hospital   Medical  Center, 

3333  Burnet  Avenue,  PAV  1-129,  Cincinnati,  OH 

45229-3039. 

Telephone:  (513)559-4681.  Fax:  (513)559-7844. 

$200.00. 

This  curriculum  for  health  care  providers  teaches 
how  to  obtain  a  sexual  history  from  an  adolescent. 
It  includes  a  manual  with  handouts  and  overheads, 
a  videotape  with  four  vignettes  showing  interviews 
with  adolescents,  and  the  publication  "State  Minor 
Consent  Statutes:  A  Summary."  Topics  covered 
include  trends  in  adolescent  sexual  behavior;  the 
content  of  sexual  history;  gay,  lesbian,  and  bisexual 
issues;  sexual  abuse;  contraceptive  care;  and 
sexually  transmitted  infections. 


FARROW  JA 

Homeless  pregnant  and  parenting 
adolescents:  Service      delivery 

strategies 

Washington.  DC:  National  Center  for  Education  in 
Maternal  and  Child  Health.  1991 .  8  pp. 

Contact:  National  Maternal  and  Child  Health 
Clearinghouse,  2070  Chain  Bridge  Road.  Suite  450, 
Vienna,  VA  22182-2536. 

Telephone:  (703)821-8955.  Fax:  (703)821-2098. 
Available  at  no  charge. 

This  report  provides  information  on  the  special 
problems  faced  by  homeless  and  runaway  pregnant 
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adolescents  and  explains  how  their  lifestyles  place 
them  at  higher  risk  for  problem  pregnancies.  A 
discussion  of  model  outreach  programs  is  included. 


pregnancy;  parenting  and  child  care;  and  adoption. 
Information  is  also  indexed  by  consumer  materials, 
curriculums,  foreign  language  materials,  and 
videotapes. 


HEALTHY  MOTHERS,  HEALTHY  BABIES 
COALITION,  ADOLESCENT  PREGNANCY 
AND  RELATED  HEALTH  ISSUES 
COMMITTEE 

Adolescent  pregnancy  prevention:  A 
compendium  of  programs 

Washington,  DC:  Healthy  Mothers,  Healthy 
Babies  Coalition,  1995.  118  pp. 

Contact:  Healthy  Mothers,  Healthy  Babies 
Coalition,  409  12th  Street,  S.W.,  Suite  309, 
Washington,  DC  20024-2188. 
Telephone:  (202)863-2458.  Fax:  (202)484-5107. 
$5.00  includes  shipping  and  handling;  prepayment 
required;  make  checks  payable  to  Healthy  Mothers, 
Healthy  Babies  Coalition. 

This  compendium  lists  evaluated  adolescent 
pregnancy  prevention  programs  throughout  the 
United  States.  Programs  selected  employ  several 
interventions  including  pregnancy  prevention 
education,  promotion  of  sexual  abstinence,  access 
to  comprehensive  services,  life  options  education, 
and  strategies  to  reduce  repeat  pregnancies.  A  list 
of  resource  organizations  and  publications  is 
included. 


HOLT  KA,  LANGLYKKE  K,  EDS. 

Comprehensive  adolescent  pregnancy 
services:  A  resource  guide 

Arlington,  VA:  National  Center  for  Education  in 
Maternal  and  Child  Health,  1993.  81  pp. 

Contact:   Librarian,  National  Center  for  Education 
in  Maternal  and  Child  Health,  2000  15th  Street 
North,  Suite  701,  Arlington,  VA  22201-2617. 
Telephone:  (703)524-7802.  Fax:  (703)524-9335. 
Available  for  loan. 

This  resource  guide  lists  publications  and 
organizations  related  to  adolescent  pregnancy. 
Topics  include  general  information;  data,  needs 
assessment,  and  program  evaluation;  pregnancy 
prevention;  perinatal  care;  prenatal  and  infant 
nutrition;   alcohol   and  other  drug  use   during 


[LIFESPAN  COMPREHENSIVE  SERVICES 
WITH  HOME  VISITING] 

[Parent /child  curriculum] 

[Dallas,  TX:  LifeSpan  Comprehensive  Services 
with  Home  Visiting],  n.d.  39  pp.,  9  brochures  (4 
pp.  each). 

Contact:  LifeSpan  Comprehensive  Services  with 
Home  Visiting,  Community  Oriented  Primary  Care 
Program,  6263  Harry  Hines  Boulevard,  Suite  401, 
Dallas,  TX  75235. 

Telephone:  (214)630-4781.  Fax:  (214)630-8308. 
Price  unknown. 

This  information  package,  presented  in  three 
formats,  contains  nine  sets  of  materials  on  an 
infant's  first  year  of  life.  It  is  intended  for  use  by 
community  service  aides  (CSAs)  and  social 
workers  (SW)  who  are  making  home  visits  and  by 
the  adolescent  parents  they  visit.  Fact  sheets  for  the 
parents  summarize  the  main  behavior  traits  and 
health  concerns  for  infants  at  different 
developmental  stages;  the  reverse  side  of  these 
sheets  provide  additional  guidance  on  each  topic. 
These  fact  sheets  alternate  with  those  labeled 
CSA/SW  Curriculum  Guidelines;  which  provide 
instructions  for  the  professionals  working  with  the 
adolescent  parents.  The  package  also  contains 
brochures  that  focus  on  particular  behavior  traits, 
health  concerns,  and  nutrition. 


N ANGLE  B,  M ALONE Y  M 

Report  on  adolescent  pregnancy  in 
Utah 

Salt  Lake  City,  UT:  Division  of  Community  and 
Family  Health  Services,  Utah  Department  of 
Health,  1996.  38  pp. 

Contact:  Division  of  Community  and  Family 
Health  Services,  Utah  Department  of  Health,  288 
North  1460  West,  Salt  Lake  City,  UT  841 14-4100. 
Telephone:  (800)  826-9662  or  (801)  538-6901. 
Fax:  (801)538-6510.  Price  unknown. 
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This  statistical  summary  reports  on  trends  in 
adolescent  pregnancy  and  sexual  behavior  in  Utah. 
It  includes  an  executive  summary  and  detailed 
analysis  regarding  risks,  sexual  activity,  prevention, 
the  age  of  the  fathers,  prenatal  care,  birth  rates, 
outcomes,  and  costs.  Many  of  the  statistical 
analyses  include  comparative  data  for  the  State  and 
the  Nation. 


This  fact  sheet  provides  statistics  on  births  to 
adolescents  in  Oklahoma.  Data  include  mother's 
age,  father's  age,  a  comparison  to  national  rates, 
relationship  between  sexual  abuse  and  early  sexual 
activity,  costs  and  consequences  of  early 
childbearing,  and  births  by  county.  The  fact  sheet 
includes  suggestions  on  building  healthy 
communities  for  children  and  adolescents,  and  teen 
pregnancy  prevention  projects  in  the  State. 


NEW  MEXICO  OUTREACH 

Not  yet 

Albuquerque,  NM:  Belinoff  and  Bagley,  1994-. 

Contact:   Karen  Gaylord,  New  Mexico  Department 
of  Health,  P.O.  Box  261 10,  Santa  Fc,  NM  87502. 
Telephone:  (505)827-2356.  Fax:  (505)827-2329. 
Limited  quantities  available  at  no  charge. 

This  magazine  is  a  product  of  the  Not  Yet 
campaign,  which  is  part  of  the  New  Mexico 
Outreach  program.  The  campaign  employs  the 
slogan:  "Not  Yet!  Wait  to  Have  Sex,  Wait  to  Have 
a  Baby."  Both  the  magazine  and  (he  campaign 
encourage  adolescents  and  prcadolescents  to 
postpone  initiation  of  sexual  activity  and  to  take 
appropriate  steps  to  avoid  adolescent  pregnancy. 
Other  materials  produced  by  the  campaign  include 
a  poster,  book  covers,  pins,  billboards,  and  a  rap 
message  developed  by  a  New  Mexico  teen. 


PARKER  JN 

Helping  young  moms  survive  (HYMS) 

Charleston,  WV;  Office  of  Maternal  and  Child 
Health,  West  Virginia  Bureau  of  Public  Health, 
1994.   15  pp. 

Contact:  Adolescent  Health  Initiative,  Office  of 
Maternal  and  Child  Health.  West  Virginia  Bureau 
of  Public  Health,  1411  Virginia  Street  East, 
Charleston,  WV  25301. 

Telephone:  (304)558-5388.  Fax:  (304)558-2183. 
Price  unknown. 

This  manual  provides  health  care  professionals  with 
instructions  for  establishing  a  support  program  to 
provide  pregnant  and  parenting  adolescents  with 
day-to-day  assistance  that  will  help  them  stay  in 
school.  The  program.  Helping  Young  Mothers 
Survive  (HYMS),  is  supported  by  local  volunteer 
groups,  civic  groups,  and  individuals  who  make 
donations  to  local  churches  to  finance  the  effort. 


OKLAHOMA  STATE  DEPARTMENT  OF 
HEALTH,  CHILD  HEALTH  AND  GUIDANCE 
SERVICE,  ADOLESCENT  HEALTH  DIVISION. 
AND  THE  MCH  PLANNING  AND 
EVALUATION  SECTION 

Teen  pregnancy  prevention  1996:  Facts 
about  Oklahoma 

Oklahoma  City,  OK:  Adolescent  Health  Division. 
Oklahoma  State  Department  of  Health,  1996.  12 
pp. 

Contact:  Teen  Pregnancy  Prevention  Program, 
Adolescent  Health  Division,  Oklahoma  State 
Department  of  Health,  1000  N.E.  10th  Street, 
Room  705,  Oklahoma  City,  OK  731 17-1299. 
Telephone:  (405)271-4471.  Fax:  (405)271-6199. 
Available  at  no  charge. 


PETERSON  S.  BRINDLSC 

Adolescent     pregnancy 
Effective  strategies 


prevention: 


San  Francisco,  CA:  National  Adolescent  Health 
Information  Center,  University  of  California  at  San 
Francisco.  1995.  4  pp. 

Contact:    National  Adolescent  Health  Information 

Center.  University  of  California  at  San  Francisco, 

1388  Sutler  Street,  6th  Floor.  San  Francisco,  CA 

94109. 

Telephone:  (415)476-5254.  Price  unknown. 

This  paper  presents  an  overview  of  current  trends  in 
the  incidence  of  adolescent  pregnancy  and  provides 
general  descriptions  of  four  strategies  that  can  be 
used  in  prevention  programs.   The  paper  discusses 


352 


Adolescent  Health  Report 


the  following  in  brief:  Pregnancy  prevention 
education,  access  to  contraceptive  services,  life 
options,  and  programs  to  reduce  repeat  pregnancies. 
The  implications  of  adolescent  pregnancy  are  also 
discussed  briefly,  and  a  bibliography  is  provided. 


PUGET  SOUND  RESEARCH  ASSOCIATES 

Adolescent  pregnancy  prevention 
programs:  Program  and  evaluation 
summaries 

Santa  Fe,  NM:  Public  Health  Division,  New 
Mexico  Department  of  Health,  1993.  29  pp. 

Contact:     Public  Health  Division,  New  Mexico 
Department  of  Health,   1190  St.  Francis  Drive, 
Runnels  Building,  Santa  Fe,  NM  87502. 
Telephone:  (505)827-2356.  Fax:  (505)827-2329. 
Price  unknown. 

This  report  summarizes  and  describes  1 1  evaluated 
programs  within  New  Mexico,  focusing  on 
preventing  adolescent  pregnancy.  Each  entry 
describes  the  need  for  the  program,  the 
intervention,  desired  outcomes,  the  target 
population,  and  the  evaluation. 


SCHENCK  S,  TROCCOLI  K 

Unintended  pregnancy:  Prevention 
strategies  for  local  health  departments. 

Washington,  DC:  National  Association  of  County 
and  City  Health  Officials,  1996.   11pp. 

Contact:   National  Association  of  County  and  City 

Health  Officials,  440  First  Street,  N.W.,  Suite  500, 

Washington,  DC  20001. 

Telephone:  (202)783-5550.  Fax:  (202)783-1583. 

$3.00. 

This  report  discusses  the  role  of  local  health 
departments  in  preventing  unintended  pregnancies. 
It  was  written  as  a  response  to  "The  Best  Intentions: 
Unintended  Pregnancy  and  the  Well-being  of 
Children  and  Families,"  a  study  produced  in  1995 
by  the  Institute  of  Medicine.  The  report 
summarizes  the  recommendations  and  describes 
how  local  health  departments  can  act  upon  the 
goals  of  that  study,  namely,  to  (1)  improve 
knowledge  about  contraception  and  reproductive 
health;  (2)  increase  access  to  contraception;  (3) 


address  the  roles  that  feelings,  attitudes,  and 
motivation  have  on  contraception,  and  avoid 
unintended  pregnancy;  (4)  develop  and  evaluate 
local  programs;  and  (5)  stimulate  research  on 
developing  new  contraceptive  methods,  organizing 
contraceptive  services,  and  understanding  the 
determinants  and  antecedents  of  unintended 
pregnancies. 


SOLLOWAY  M,  SONOSKY  C,  MCFETRIDGE  C 

A  review  of  home  visiting  programs 
funded  by  the  Maternal  and  Child 
Health  Bureau,  U.S.  DHHS 

Washington,  DC:  Child  and  Adolescent  Health 
Policy  Center,  George  Washington  University,  ca. 
1993.  81  pp. 

Contact:  Child  and  Adolescent  Health  Policy 
Center,  Center  for  Health  Policy  Research,  George 
Washington  University,  2021  K  Street,  N.W., 
Washington,  DC  20052. 

Telephone:  (202)296-6922.  Fax:  (202)296-0025. 
Price  unknown. 

This  paper  reviews  two  types  of  home  visiting 
programs  financed  by  the  Maternal  and  Child 
Health  Bureau — home  visitation  programs  in  the 
Community  Integrated  Service  System  (CISS)  and 
in  the  Maternal  and  Child  Health  Improvement 
Programs  (MCHIP).  The  paper  provides  a 
background  discussion  of  home  visiting  programs, 
considers  several  model  programs,  then  examines 
five  CISS  and  five  MCHIP  home  visiting  programs 
in  detail.  Appendices  present  interviews  with 
administrators  from  each  of  these  programs. 
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NATIONAL  CENTER  FOR  EDUCATION   IN 
MATERNAL  AND  CHILD  HEALTH 


MCH  program  interchange: 
adolescent  substance  abuse 


Focus  on 


Arlington,  VA:  National  Center  for  Education  in 
Maternal  and  Child  Health;  Springfield.  VA: 
distributed  by  ERIC  Document  Reproduction 
Service,  1991.  29  pp. 

Contact:  Librarian.  National  Center  for  Education 
in  Maternal  and  Child  Health,  2000  15th  Street 
North,  Suite  701,  Arlington,  VA  22201-2617. 
Telephone:  (703)524-7802.  Fax:  (703)524-9335. 
Photocopy  available  at  no  charge;  also  available 
from  ERIC  Document  Reproduction  Service, 
Cincinnati  Bell  Information  Systems,  7420 
Fullerton  Road,  Suite  100.  Springfield,  VA  22153- 
2852.  (800)  443-ERIC. 

This  bibliography  lists  selected  materials  related  to 
adolescent  abuse  of  alcohol  and  other  drugs. 
Materials  are  produced  by  Federal,  State,  and  local 
agencies;  voluntary  and  professional  organizations; 
special  projects  of  regional  and  national 
significance  (SPRANS)  supported  by  the  Maternal 


and  Child  Health  Bureau;  and  other  selected 
publishers.  A  list  of  continuing  education 
opportunities  is  included. 


WERNER  MJ 

Adolescent    substance    abuse: 
factors  and  prevention  strategies 


Risk 


Washington,  DC:  National  Center  for  Education  in 
Maternal  and  Child  Health.  1991.   16  pp. 

Contact:    Librarian.  National  Center  for  Education 
in  Maternal  and  Child  Health.  2000  15lh  Street 
North,  Suite  701.  Arlington.  VA  22201-2617. 
Telephone:  (703)524-7802.  Fax:  (703)524-9335. 
Photocopy  available  at  no  charge. 

This  technical  information  bulletin,  which  was 
written  for  health  professionals,  reviews 
information  concerning  the  prevalence  of 
adolescent  alcohol  and  drug  abuse  and  related 
health  problems.  Associated  psychological  and 
behavioral  issues,  risk  factors,  and  prevention 
strategies  arc  discussed. 
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Physician  Specialist 

San  Francisco  Department  of  Public  Health 

1320  DeHaro  Street 

San  Francisco.  CA  94107-3239 

Telephone  (415)  826-0742 

Mary  Story.  Ph.D..  R.D. 

Profes.sor 

University  of  Minnesota,  School  of  Public  Health 

Division  of  Epidemiology 

1300  South  Second  Street.  Suite  300 

Minneapolis.  MN  55454-1015 

Telephone  (612)  626-8801 

Fax  (612)  624-0315 

Ruby  Takanishi.  Ph.D. 

Executive  Director 

Carnegie  Council  on  Adole.scent  Development 

2400  N  Street.  NW.  Sixth  Floor 

Washington.  DC  2(X)37-1 153 

Telephone  (202)  429-7979 

Fax  (202)  775-0134 
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Linda  S.  Wildey,  R.N.,  M.S.N. 
Associate  Director 
Children's  Hospital  Medical  Center 
Division  of  Adolescent  Medicine 
Pavilion  Building 
3333  Burnet  Avenue 
Cincinnati,  OH  45229 
Telephone  (513)  559-8590 
Fax  (513)  559-7844 


Kristin  Langlykke,  R.N.C.S.,  M.S.N.,  Ed.M. 

Staff 

National  Center  for  Education  in  Maternal  and 

Child  Health 

2000  15th  Street  North,  Suite  701 

Arlington,  VA  22201-2617 

Telephone  (703)  524-7802 

Fax  (703)  524-9335 


Juanita  C.  Evans,  L.C.S.W. 

Ex  Officio 

Chief,  Office  of  Adolescent  Health 

Maternal  and  Child  Health  Bureau 

5600  Fishers  Lane 

Parklawn  Building,  Room  18A-39 

Rockville,  MD  20857 

Telephone  (301)  443-4026 

Fax  (301)  443-1296 
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state  Adolescent  Health  Coordinators /Directors  and  Contacts 


Alabama 

Donna  Lippold,  B.S.N.,  M.P.H. 

Director,  Division  of  Child  and  Adolescent  Health 

Alabama  Department  of  Public  Health 

434  Monroe  Street 

Montgomery,  AL  36130-3017 

Telephone  (334)  242-5661 

Fax  (334)  269-4865 

Alaska 

Becky  Judd 

Adolescent  Health  Coordinator 
Alaska  Department  of  Health 
1231  Gambell  Street 
Anchorage,  AK  99501-4627 
Telephone  (907)  279-4711 
Fax  (907)  274-1384 

Arizona 

Barbara  Olson,  B.S.N.,  C.H.E.S. 

Adolescent  Health  Consultant/Reproductive  Health 

Program  Manager 

Arizona  Department  of  Health  Services 

Office  of  Woman's  and  Children's  Health 

411  North  24th  Street 

Phoenix,  AZ  85008 

Telephone  (602)  220-6550 

Fax  (602)  220-6551 

Arkansas 

Robert  West ,  M.D. 
Pediatric  Medical  Consultant 
Arkansas  Department  of  Health 
Child  and  Adolescent  Health 
4815  West  Markham,  Slot  #17 
Little  Rock,  AR  72201 
Telephone  (501)  661-2757 
Fax (501)  661-2055 

California 

Larry  Dickey,  M.D.,  M.S.W.,  M.P.H. 
Chief,  Child  and  Adolescent  Health  Section 
California  Department  of  Health 
Maternal  and  Child  Health  Branch 
714  P  Street,  Room  750 
Sacramento,  CA  95814 
Telephone  (916)  657-1360 
Fax  (916)  657-3069 


Colorado 

Barbara  Ritchen,  R.N.,  M.A. 

Director,  Adolescent  Health  Program 

Colorado  Department  of  Public  Health  and 

Environment 

Family  and  Community  Health  Services  Division 

4300  Cherry  Creek  Drive,  South 

Denver,  CO  80222-1530 

Telephone  (303)  692-2328 

Fax  (303) 782-5576 

Connecticut 

Lynn  Noyes,  M.S.W. 

Supervisor,  School  and  Adolescent  Health  Unit 

Connecticut  Department  of  Public  Health 

Bureau  of  Community  Health 

410  Capitol  Ave.,  Mailstop  #1 1  PCR 

Hartford,  CT  06134-0308 

Telephone  (860)  509-8057 

Fax (860) 509-7720 

Delaware 

Gloria  James,  Ph.D. 

Director,  School  Based  Health  Centers 

Delaware  Department  of  Health  and  Social 

Services 

Division  of  Public  Health 

Jesse  Cooper  Building,  P.O.  Box  637 

Dover,  DE  19903 

Telephone  (302)  739-3809 

Fax (302) 739-6617 

District  of  Columbia 

Colevia  Carter 

Adolescent  Health  Coordinator 
DHS,  Commission  of  Public  Health 
Office  of  Maternal  and  Child  Health 
800  Ninth  Street,  SW-Third  Floor 
Washington,  DC  20024 
Telephone  (202)  645-5625 
Fax  (202)  645-0525 
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Florida 

Sylvia  Byrd,  R.N.C..  M.P.H. 

Registered  Nursing  ConsultantyCoordinator 

Florida  Department  of  Health  and  Rehabilitative 

Services 

Family  Health  Services  School  Health  Services 

Program 

1317  Winewood  Boulevard 

Tallahassee,  FL  32399-0700 

Telephone  (904)  488-2838 

Fax  (904)  488-2341 

Georgia 

Michelle  H.  O/umba 

Adolescent  Health  Coordinator 

Georgia  Department  of  Human  Resources 

Division  of  Public  Health 

2600  Skyland  Drive,  N.E. 

Atlanta.  GA  30319 

Telephone  (404)  679-0525 

Fax  (404)  679-0537 

Guam 

Fay  Carbullido.  B.S.N. 

Acting  Administrator,  Bureau  of  Family  Health  & 

Nsg. Services 

Department  of  Public  Health  and  Social  Services 

Government  of  Guam 

P.O.  Box  2816 

Agana,  Guam  96910 

Telephone  (671 )  735-71 10/71 17 

Fax  (67 1)734-7097 

Hawaii 

Candicc  Radner 

Planner/Community  Adolescent  Program 

State  Department  of  Health 

Family  Health  Services  Div.  ,  School  Health 

Services  Branch 

741-A  Sunset  Avenue 

Honolulu.  HI  96816 

Telephone  (808)  733-8339 

Fax  (808)  733-9078 

Idaho 

Laurel  Patterson,  R.N.,  B.S.N. 

Child  and  Adolescent  Health  Consultant 

Idaho  Bureau  of  Maternal  and  Child  Health  (DHW) 

450  West  State  Street,  5th  Floor 

Boise,  ID  83720-0036 

Telephone  (208)  334-5957 

Fax  (208)  334-6573 


Illinois 

Judith  Redick,  M.A. 

Administrator.  Adolescent  Health  Programs 

Illinois  Department  of  Public  Health 

535  West  Jefferson  Street 

Springfield,  IL  62761 

Telephone  (217)  785-5368 

Fax  (217)  782-4890 

Indiana 

Sally  J.  Goss.  M.S..C.H.E.S. 
Adolescent  Health  Coordinator 
Indiana  Slate  Department  of  Health 
Maternal  and  Child  Health  Services 
2  North  Meridian  Street.  Suite  700 
Indianapolis,  IN  46204 
Telephi>ne  (317)  233-1374 
Fax (317) 233-1299 

Iowa 

Carol  Hinton 

Adolescent  Health  Coordinator 

Iowa  Department  of  Public  Health 

Division  of  Family  and  Community  Health 

Lucas  State  Office  Building.  321  East  12th  Street 

Des  Moines.  lA  50319-0075 

Telephone  (515)  281-6924 

Fax  (515)  242-6384 

Kan.sas 

Linda  Ladchoff,  C.N.S..  A. R.N. P. 
Child  and  Adolescent  Health  Consultant 
Kansas  Department  of  Health  and  Environment 
Children  and  Families  Section 
LSOB  900  S.W.  Jackson.  Suitel005 
Topeka.  KS  66612-1290 
Telephone  (913)  296-7433 
Fax  (913)  296-4166 

Kentucky 

Jennifer  Bryson 

Section  Supervisor,  Maternal  and  Child  Health 

Kentucky  Department  of  Human  Resources 

275  East  Main  Street 

Frankfort.  KY  40621 

Telephone  (502)  564-2154 

Fax  (502)  564-8389 

Louisiana 

Sylvia  Sterne.  M.A. 

Director,  Adolescent  and  School  Health 

Louisiana  Office  of  Public  Health 

Family  Health  Services 

325  Loyola  Ave.  Room  612 

New  Orleans.  LA  70112 

Telephone  (504)  568-6068 

Fax (504) 568-6185 
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Natasha  Sakolsky,  M.P.H. 

Coordinator,  Adolescent  Health  Initiative 

LA  Office  of  Public  Health 

Family  Planning 

325  Loyola  Avenue,  Room  612 

New  Orleans,  LA  70112 

Telephone  (504)  568-5330 

Fax  (504)  568-2543 

Maine 

DeEtte  Hall,  R.N.,  M.N.,  P.N.P. 

Director,  Teen  and  Young  Adult  Health  Program 

Department  of  Human  Services 

Community  and  Family  Health 

151  Capitol  Street 

Augusta,  ME  04333 

Telephone  (207)  287-3311 

Fax  (207)  287-5355 

Maryland 

Harriet  Highsmith,  R.N. 

School  and  Adolescent  Health  Nurse  Consultant 

Maryland  Department  of  Health  and  Mental 

Hygiene 

Office  of  Children's  Health 

201  West  Preston  Street,  Room  423H 

Baltimore,  MD  21201 

Telephone  (410)  225-6748 

Fax  (410)  333-7956 

Massachusetts 

Dianne  Hagan 

Director,  Adolescent  Health 

Massachusetts  Department  of  Public  Health 

250  Washington  Street,  4th  Floor 

Boston,  MA  02108-4619 

Telephone  (617)  624-5478 

Fax  (617)  624-5075 

Michigan 

Nell  Pizzo,  R.D.,  M.P.H. 

Adolescent  Health  Coordinator 

Michigan  Department  of  Community  Health 

Family  and  Community  Health 

3423  M.L.  King,  Jr.  Boulevard 

Lansing,  MI  48909 

Telephone  (517)  335-8906  or  (517)  335-8911 

Fax  (517)  335-9222 

Minnesota 

Jean  Cronje,  M.S.N. 
Supervisor,  Child  Health  Programs 
Minnesota  Department  of  Health 
717  Delaware  Street,  S.E. 
Minneapolis,  MN  55440 
Telephone  (612)  623-5542 
Fax  (612)  623-5442 


Mississippi 

Sam  Valentine,  M.H.S. 

Director 

Bureau  of  Child  and  Adolescent  Health 

Mississippi  Department  of  Health 

P.O.  Box  1700 

Jackson,  MS  39215-1700 

Telephone  (601)  960-7464 

Fax (601) 354-6104 

Missouri 

Nela  Beetem,  R.N.C. 

Child  and  Adolescent  Health  Coordinator 

Missouri  Department  of  Health 

Division  of  Maternal,  Child  and  Family  Health 

1730  East  Elm,  P.O.  Box  570 

Jefferson  City,  MO  65101 

Telephone  (573)  751-6213 

Fax  (573)  526-5348 

Montana 

Elaine  Fordyce,  R.N.,  M.S.N. 

Public  Health  Nurse  Consultant 

Montana  Department  of  Health  and  Environmental 

Sciences 

Cogswell  Building 

Helena,  MT  59620 

Telephone  (406)  444-0983 

Fax  (406)  444-2606 

Nebraska 

Carol  Iverson,  M.S.N.,  R.N. 

School  and  Adolescent  Health  Coordinator 

Nebraska  Department  of  Health 

Family  Health  Section  -  School  and  Adolescent 

Health 

301  Centennial  Mall,  P.O.  Box  95007 

Lincoln,  NE  68509-5007 

Telephone (402)  471-0160 

Fax (402)  471-7049 

Nevada 

Heidi  Sakelarios,  C.H.E.S. 

Child  and  Adolescent  Coordinator 

Nevada  State  Health  Division,  Family  Health 

Services  Bureau 

Department  of  Human  Resources 

505  East  King  Street 

Carson  City,  NV  89710 

Telephone  (702)  687-4885 

Fax  (702)  687-1383 
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New  Hamphire 

Maureen  Angelini,  C.P.N.P.,  C.N.M..  M.P.H. 

Adolescent  Health  Contact 

New  Hampshire  Division  of  Public  Health  Service 

Bureau  of  Maternal  and  Child  Health 

6  Hazen  Drive 

Concord,  NH  03301 

Telephone  (603)  668-6629 

Fax (603) 271-3745 

New  Jersey 

Elaine  Eldred,  M.S.H.A.,  R.N. 

Public  Health  Nurse  Consultant 

New  Jersey  Department  of  Health 

Family  Health  Services,  Child  and  Adolescent 

Health  Services 

50  East  State  Street,  CN364 

Trenton,  NJ  08060 

Telephone  (609)  292-1723 

Fax  (609)  292-3580  or  9288 


North  Dakota 

Carolyn  Lean,  R.N.,  B.S.N. 

Adolescent  Health  Coordinator,  School  Nurse 

Program  Director 

North  Dakota  Department  of  Health 

Maternal  and  Child  Health 

600  East  Boulevard  Avenue 

Bismarck.  ND  58505-0200 

Telephone  (701)  328-4528 

Fax (701) 328-1412 

Ohio 

Donna  Solovan-Glcason,  Ph.D. 
Adolescent  Health  Program  Coordinator 
Ohio  Department  of  Health 
Family  and  Community  Health  Services 
246  North  High  Street,  6th  Floor 
Columbus,  OH  43266-0588 
Telephone  (614)  728-6817 
Fax  (614)  644-9850 


New  Mexico 

Karen  Gaylord 

Adolescent  Health  Program  Manager 

New  Mexico  Department  of  Health 

Public  Health  Division.  MCH 

I  190  St.  Francis  Drive,  Runnels  Bldg. 

Santa  Fe.NM  87502 

Telephone (505) 827-2356 

Fax (505) 827-2329 


Oklahoma 

Marilyn  Lanphier,  R.N.,  M.P.H. ,  F.S.A.M. 
Director,  Adolescent  Health  Division 
Oklahoma  Slate  Department  of  Health 
Child  Health  and  Guidance  Service 
1()(H)N.E.  lOth  Street 
Oklahoma  City.  OK  73 II 7- 1 299 
Telephone (405)  271-4471 
Fax (405) 271-6199 


New  York 

Annette  Johnson 

Director.  School  Health  Program 

New  York  State  Department  of  Health 

Corning  Tower 

Albany.  NY   12237 

Telephone  (518)  486-4966 

Fax  (518)  474-5445 

North  Carolina 

Duncan  Shaw.  M.P.H. 

Adolescent  Health  Coordinator 

NC  Department  of  Environment,  Health  and 

Natural  Resources 

Division  of  Maternal  and  Child  Health 

1330  St.  Mary's  Street,  P.O.  Box  27687 

Raleigh,  NC  27611-7687 

Telephone  (919)  715-3423 

Fax (919) 715-3049 


Oregon 

Tammy  Alexander,  M.Ed. 
Adolescent  Health  Coordinator 
Oregon  Health  Division 
Department  of  Human  Resources 
800  NE  Oregon  Street.  #21 
Portland.  OR  97232 
Telephone (503)  731-4584 
Fax (605) 731-4083 

Pennsylvania 

Irene  Bucher,  R.N. 

Adolescent  Health  Coordinator 

Pennsylvania  Department  of  Health 

Division  of  Maternal  and  Child  Health 

725  Health  and  Welfare  Building,  P.O.  Box  90 

Harrisburg.  PA   17108 

Telephone (717) 772-2762 

Fax  (717)  772-0323 
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Puerto  Rico 

Nyvea  Silva,  Ph.D. 

Health  Education  Consultant 

Puerto  Rico  Department  of  Health/SAMPSF 

Mother,  Child  and  Adolescent  Division 

Call  Box  70184 

San  Juan,  PR  00936-8184 

Telephone  (809)  274-5632 

Fax  (809)  765-2861 

Rhode  Island 

Jan  Shedd,  M.Ed. 

Adolescent  Health  Program  Coordinator 

Rhode  Island  Department  of  Health 

Division  of  Family  Planning 

3  Capitol  Hill 

Providence,  RI  02908 

Telephone  (401)  277-1 185  ext  1 15 

Fax  (401)  277-1442 

South  Carolina 

Sarah  Cooper 

Director,  Women  and  Children's  Services 

SC  Department  of  Health  and  Environmental 

Control 

Division  of  Women's  and  Children's  Services 

Robert  Mills  Building,  Box  101 106 

Columbia,  SC  29211 

Telephone  (803)  737-4033 

Fax  (803)  734-3255 

South  Dakota 

Denise  White,  R.N. 
Adolescent  Health  Coordinator 
South  Dakota  Department  of  Health 
445  East  Capitol  Avenue 
Pierre,  SD  57501-3185 
Telephone  (605)  773-3737 
Fax  (605)  773-5509 

Tennessee 

Deborah  Johnson 

Director,  Child  and  Adolescent  Health 

Maternal  and  Child  Health 

5th  Floor  Cordell  Hull  Building 

Nashville,  TN  37247-4701 

Telephone (615)  741-7335 

Fax (615) 532-7189 

Texas 

Mary  Jackson,  R.N. 

Coordinator,  School  Health  Program 

Texas  Department  of  Health 

1100  West  49th  Street 

Austin,  TX  78756 

Telephone  (512)  458-7700 

Fax  (512)  458-7350 


Utah 

Dawn  Higley,  R.N.,  M.S.,  C.D.E. 

Child,  Adolescent,  and  School  Health  Program 

Manager 

Utah  Department  of  Health 

Division  of  Community  and  Family  Health 

P.O.  Box  144460 

Salt  Lake  City,  UT  841 14-4460 

Telephone  (801)  538-6871 

Fax  (801)  538-9409 

Vermont 

Patricia  Berry,  M.P.H. 

Director 

Division  of  Community  Public  Health 

Vermont  Department  of  Health 

108  Cherry  Street,  P.O.  Box  70 

Burlington,  VT  05402 

Telephone  (802)  863-7347 

Fax  (802)  863-7425 

Virginia 

EHsabeth  Hutton,  Ph.D.,  R.N.C. 
Adolescent  Health  Nurse  Consultant 
Virginia  Department  of  Health 
Division  of  Child  and  Adolescent  Health 
1500  East  Main  Street 
Richmond,  VA  23218-2448 
Telephone  (804)  786-7367 
Fax  (804)  371-6031 

Washington 

Judy  Schoder,  R.N.,  M.N. 
Adolescent  Health  Consultant 
Washington  State  Department  of  Health 
Community  and  Family  Health  -  Child  and 
Adolescent  Health 
P.O.  Box  47880 
Olympia,  WA  98504-7880 
Telephone  (360)  586-1255 
Fax  (360)  586-7868 

West  Virginia 

J.  Nelson  Parker,  M.S. 

Program  Director,  Adolescent  Health  Initiative 

Department  of  Health  and  Human  Resources 

Bureau  for  Public  Health,  Office  of  Maternal  and 

Child  Health 

1411  Virginia  Street,  East 

Charleston,  WV  25301-3013 

Telephone  (304)  558-5388 

Fax (304) 558-2183 
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Wisconsin 

Sharon  L.  Lidberg,  A. A.,  B.S. 
Adolescent  Health  Program  Consultant 
Department  of  Health  and  Family  Services 
Division  of  Health 
1414  East  Washington  Avenue 
Madison,  WI  53703-3044 
Telephone  (608)  267-2204 
Fax  (608)  267-3824 


Wyoming 

Phyllis  Shcrard,  M.P.A. 

Manager,  Primary  and  Preventive  Care  Unit 

Wyoming  Department  of  Health 

Hathaway  Building.  Room  467 

Chayenne,  WY  82002 

Telephone  (307)  777-6326 

Fax  (307)  777-5402 
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Selected  Healthy  People  2000  Goals  for  Adolescents 


The  following  objectives  have  been  taken  from:  US  Department  of  Health  and  Human  Services,  Public  Health 
Service.  1995.  Healthy  People  2000:  Midcourse  Review  and  1995  Revisions.  Washington,  DC:  Public  Health 
Service,  U.S.  Department  of  Health  and  Human  Services. 

1.  Physical  Activity  and  Fitness 

1 .6  Increase  to  at  least  40  percent  the  proportion  of  people  ages  6  and  older  who  regularly  perform 
physical  activities  that  enhance  and  maintain  muscular  strength,  muscular  endurance,  and 
flexibility. 

1.8  Increase  to  at  least  50  percent  the  proportion  of  children  and  adolescents  grades  1-12  who 

participate  in  daily  physical  education  at  school. 

2.  Nutrition 

2.7  Increase  to  at  least  50  percent  the  proportion  of  overweight  people  ages  12  and  older  who  have 
adopted  sound  dietary  practices  combined  with  regular  physical  activity  to  attain  an 
appropriate  body  weight. 

2.8  Increase  calcium  intake  so  at  least  50  percent  of  people  ages  1 1-24  and  50  percent  of  women 
who  are  pregnant  and  lactating  consume  an  average  of  3  or  more  daily  servings  of  foods  rich  in 
calcium,  and  at  least  75  percent  of  children  ages  2-10  and  50  percent  of  people  ages  25  and 
older  consume  an  average  of  2  or  more  servings  daily. 

2.21  Increase  to  at  least  75  percent  the  proportion  of  primary  care  providers  who  provide  nutrition 

assessment  and  counseling  and/or  referral  to  qualified  nutritionists  or  dietitians. 

3.  Tobacco 

3.5  Reduce  the  initiation  of  cigarette  smoking  by  children  and  youth  so  that  no  more  than  15 

percent  have  become  regular  cigarette  smokers  by  age  20. 

3.9/13.17  Reduce  smokeless  tobacco  use  by  males  ages  12-24  to  a  prevalence  of  no  more  than  4  percent. 

3.14  Establish  in  50  States  and  the  District  of  Columbia  plans  to  reduce  tobacco  use,  especially 

among  youth. 

3.16  Increase  to  at  least  75  percent  the  proportion  of  primary  care  and  oral  health  care  providers 

who  routinely  advise  cessation  and  provide  assistance  and  followup  for  all  of  their  tobacco- 
using  patients. 

3. 19/4.5  Increase  by  at  least  1  year  the  average  age  of  first  use  of  cigarettes,  alcohol,  and  marijuana  by 

adolescents  ages  12-17. 

3.21  Increase  the  proportion  of  high  school  seniors  who  perceive  social  disapproval  of  heavy  use  of 

alcohol,  occasional  use  of  marijuana,  and  experimentation  with  cocaine,  or  regular  use  of 
cigarettes. 
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3.22  Increase  the  proportion  of  high  school  seniors  who  associate  physical  or  psychological  harm 

with  heavy  use  of  alcohol,  occasional  use  of  marijuana,  and  experimentation  with  cocame,  or 
regular  use  of  tobacco. 

4.  Substance  Abuse:  Alcohol  and  Other  Drugs 

4.1b  Reduce  deaths  caused  by  alcohol-related  motor  vehicle  crashes  to  no  more  than  12.5  per 

100,000  in  people  ages  15-24. 

4.6  Reduce  the  proportion  of  young  people  who  use  alcohol,  marijuana,  cocaine,  or  cigarettes. 

4.8  Reduce  alcohol  consumption  by  people  ages  14  and  older  to  an  annual  average  of  no  more 

than  2  gallons  of  alcohol  per  person. 

4.13  Provide  lo  children  in  all  school  districts  and  private  schools  primary  and  secondary  school 

educational  programs  on  alcohol  and  other  drugs,  preferably  as  part  of  comprehensive  school 
health  education. 

4. 16  Increase  to  50  tlie  number  of  States  that  have  enacted  and  enforce  policies,  beyond  those  in 

existence  in  1989,  to  reduce  access  to  alcoholic  beverages  by  minors. 

4.19  Increase  lo  at  least  75  percent  the  proportion  of  primary  care  providers  who  screen  for  alcohol 

and  other  drug  use  problems  and  provide  counseling  and  referral  as  needed. 

5.  Family  Planning 

5. 1  Reduce  pregnancies  among  females  ages  1 5- 1 7  to  no  more  than  50  per  1 ,000  adolescents. 

5.2  Reduce  to  no  more  than  30  percent  the  proportion  of  all  pregnancies  that  arc  unintended. 

5.4/18.3/19.9        Reduce  the  proportion  of  adolescents  who  have  engages  in  sexual  intercourse  to  no  more  than 
15  percent  by  age  15  and  no  more  than  40  percent  by  age  17. 

5.5/18.15/19.16    Increase  to  at  least  40  percent  the  proportion  of  sexually  active  adolescents  ages  17  and 
younger  who  have  not  had  sexual  intercourse  during  the  previous  3  months. 

5.6  Increase  to  at  least  90  percent  the  proportion  of  sexually  active,  unmarried  people  ages  15-24 

who  use  contraception,  especially  combined  method  contraception  that  both  effectively 
prevents  pregnancy  and  provides  barrier  protection  against  disease. 

5.8  Increase  to  at  least  85  f)ercent  the  proportion  of  people  ages  10-18  who  have  discussed  human 

sexuality,  including  correct  anatomical  names,  sexual  abuse,  and  values  surrounding  sexuality, 
with  their  parents  and/or  have  received  information  through  another  parentally  endorsed 
source,  such  as  youth,  school,  or  religious  programs. 

5.12  Increase  to  at  least  95  percent  the  proportion  of  all  females  ages  15-44  at  risk  for  unintended 

pregnancy  who  use  contraception. 

6.  Mental  Health  and  Mental  Disorders 

6.1a  Reduce  suicides  to  no  more  than  8.2  per  100,000  youth  ages  15-19. 

6.2/7.8  Reduce  to  1.8  percent  the  incidence  of  injurious  suicide  attempts  among  adolescents  ages  14- 

17. 
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6.3  Reduce  to  less  than  17  percent  the  prevalence  of  mental  disorders  among  children  and 

adolescents. 

6.13  Increase  to  at  least  60  percent  the  proportion  of  primary  care  providers  who  routinely  reviev/ 
with  patients  their  patients'  cognitive,  emotional,  and  behavioral  functioning  and  the  resources 
available  to  deal  with  any  problems  that  are  identified. 

6.14  Increase  to  at  least  75  percent  the  proportion  of  providers  of  primary  care  for  children  who 
include  assessments  of  cognitive,  emotional,  and  parent-child  functioning,  with  appropriate 
counseling,  referral,  and  followup,  in  their  clinical  practices. 

7.  Violent  and  Abusive  Behavior 

7.1  Reduce  homicides  to  no  more  than  7.2  per  100,000  people. 

7.1c  Reduce  homicides  to  no  more  than  72.4  per  100,000  black  men  ages  15-34. 

7.  Id  Reduce  homicides  to  no  more  than  33  per  100,000  Hispanic  men  ages  15-34. 

7.1e  Reduce  homicides  to  no  more  than  16  per  100,000  black  women  ages  15-34. 

7.3  Reduce  weapon-related  violent  deaths  to  no  more  than  12.6  per  100,000  people  from  major 
causes. 

7.4  Reverse  to  less  than  22.6  per  1 ,000  children  the  rising  incidence  of  maltreatment  of  children 
younger  than  age  18. 

7.6  Reduce  assault  injuries  among  people  ages  12  and  older  to  no  more  than  10  per  1,000  people. 

7.7  Reduce  rape  and  attempted  rape  of  women  ages  12  and  older  to  no  more  than  108  per  100,000 
women. 

7.8  Reduce  by  15  percent  the  incidence  of  injurious  suicide  attempts  among  adolescents  ages  14- 
17. 

7.9  Reduce  to  110  per  1,000  the  incidence  of  physical  fighting  among  adolescents  ages  14-17. 

7.10  Reduce  to  86  per  1,000  the  incidence  of  weapon-carrying  by  adolescents  ages  14-17. 

7.12  Extend  protocols  for  routinely  identifying,  treating,  and  properly  referring  suicide  attempters, 

victims  of  sexual  assault,  and  victims  of  spouse,  elder,  and  child  abuse  to  at  least  90  percent  of 
hospital  emergency  departments. 

7.14  Increase  to  at  least  30  the  number  of  States  in  which  at  least  50  percent  of  children  identified  as 

neglected  or  physically  or  sexually  abused  receive  physical  and  mental  evaluation  with 
appropriate  followup  as  a  means  of  breaking  the  intergenerational  cycle  of  abuse. 

7.16  Increase  to  at  least  50  percent  the  proportion  of  elementary  and  secondary  schools  that  teach 
nonviolent  conflict  resolution  skills,  preferably  as  part  of  comprehensive  school  health 
education. 

7.17  Extend  coordinated,  comprehensive  violence  prevention  programs  to  at  least  80  percent  of 
local  jurisdictions  with  populations  over  100,000. 

7.19/9.25  Enact  in  50  States  and  the  District  of  Columbia  laws  requiring  that  firearms  be  properly  stored 

to  minimize  access  and  the  likelihood  of  discharge  by  minors. 
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8.  Educational  and  Community-Based  Programs 

8.2  Increase  the  high  school  completion  rate  to  at  least  90  percent,  thereby  reducing  risks  for 

multiple  problem  behaviors  and  poor  mental  and  physical  health. 

8.4  Increase  to  at  least  75  percent  the  proportion  of  the  Nation's  elementary  and  secondary  schools 

that  provide  planned  and  sequential  comprehensive  school  health  education  in  grades  K-I2. 

8.1 1  Increase  to  at  least  50  percent  the  proportion  of  counties  that  have  established  culturally  and 
linguistically  appropriate  community  health  promotion  programs  for  racial  and  ethnic  minority 
populations. 

8.14  Increase  to  at  least  90  percent  the  proportion  of  people  who  are  served  by  a  local  health 

department  that  is  effectively  carrying  out  the  core  functions  of  public  health. 

9.  Unintentional  Injuries 

9.1  Reduce  deaths  caused  by  unintentional  injuries  to  no  more  than  29.3  per  100.000  people. 

9.2  Reduce  nonfatal  unintentional  injuries  so  that  hospitalizations  for  this  condition  are  no  more 
than  754  per  100.000  people. 

9.3b  Reduce  deaths  caused  by  motor  vehicle  crashes  to  no  more  than  1 .5  per  100  million  vehicle 

miles  traveled  (VMT)  and  26.X  per  100.000  youth  ages  15-24. 

9.5b  Reduce  drowning  deaths  to  no  more  than  2.5  per  100.000  men  ages  15-34. 

9. 12  Increase  use  of  safety  belts  and  child  safety  seats  to  at  least  85  percent  of  motor  vehicle 
occupants. 

9.13  Increase  use  of  helmets  to  at  least  80  percent  of  motorcyclists  and  at  least  50  percent  of 
bicyclists. 

9.14  Extend  to  50  States  laws  requiring  safety  belt  and  motorcycle  helmet  use  for  all  ages. 

9.15  Extend  to  50  States  laws  requiring  that  new  handguns  be  designed  to  minimize  the  likelihood 
of  discharge  by  children. 

9.18  Provide  academic  instruction  on  mjury  prevention  and  control,  preferably  as  part  of  quality 
school  health  education,  in  at  least  50  percent  of  public  school  systems  (grades  K-12). 

9. 19  Extend  requirement  of  the  use  of  effective  head,  face,  eye,  and  mouth  protection  to  all 
organizations,  agencies,  and  institutions  sponsoring  sporting  and  recreation  events  that  pose 
risks  of  injury. 

9.21  Increase  to  at  least  50  percent  the  proportion  of  primary  care  providers  who  routinely  provide 

age-appropriate  counseling  on  safety  precautions  to  prevent  unintentional  injury. 

9.24  Extend  to  50  States  laws  requiring  helmets  for  bicycle  riders. 

9.25/7.19  Enact  in  50  States  laws  requiring  that  firearms  be  properly  stored  to  minimize  access  and  the 

likelihood  of  discharge  by  minors. 

9.26  Increase  to  35  the  number  of  States  having  a  graduated  driver  licensing  system  for  novice 

drivers  and  riders  under  the  age  of  18. 
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13. 

13.2 

13.8 

13.17/3.9 


Oral  Health 

Reduce  untreated  dental  caries  so  that  the  proportion  of  children  with  untreated  caries  (in 
permanent  or  primary  teeth)  is  no  more  than  20  percent  among  children  ages  6-8  and  no  more 
than  15  percent  among  adolescents  age  15. 

Increase  to  at  least  50  percent  the  proportion  of  children  who  have  received  protective  sealants 
on  the  occlusal  (chewing)  surfaces  of  permanent  molar  teeth. 

Reduce  smokeless  tobacco  use  by  males  ages  12-24  to  a  prevalence  of  no  more  than  4  percent. 


14. 

14.1 
14.5 

14.6 

14.7 
14.9 

14.10 
14.11 
14.16 


Maternal  and  Infant  Health 

Reduce  the  infant  mortality  rate  to  no  more  than  7  per  1,000  births. 

Reduce  low  birthweight  to  an  incidence  of  no  more  than  5  percent  of  live  births  and  very  low 
birthweight  to  no  more  than  1  percent  of  live  births. 

Increase  to  at  least  85  percent  the  proportion  of  mothers  who  achieve  the  minimum 
recommended  weight  gain  during  their  pregnancies. 

Reduce  severe  complications  of  pregnancy  to  no  more  than  15  per  100  deliveries. 

Increase  to  at  least  75  percent  the  proportion  of  mothers  who  breastfeed  their  babies  in  the 
early  postpartum  period  and  to  at  lease  50  percent  the  proportion  who  continue  breastfeeding 
until  their  babies  are  5-6  months  old. 

Increase  abstinence  from  tobacco  use  by  pregnant  women  to  at  least  90  percent  and  increase 
abstinence  from  alcohol,  cocaine,  and  marijuana  by  pregnant  women  by  at  least  20  percent. 

Increase  to  at  least  90  percent  the  proportion  of  all  pregnant  women  who  receive  prenatal  care 
in  the  first  trimester  of  pregnancy. 

Increase  to  at  least  90  percent  the  proportion  of  babies  ages  1 8  months  and  younger  who 
receive  recommended  primary  care  services  at  the  appropriate  intervals. 


17. 

17.4 

17.14 
17.20 


Diabetes  and  Chronic  Disabling  Conditions 

Reduce  to  no  more  than  10  percent  the  proportion  of  people  with  asthma  who  experience 
activity  limitation. 

Increase  to  at  least  40  percent  the  proportion  of  people  with  chronic  and  disabling  conditions 
who  receive  formal  patient  education,  including  information  about  community  and  self-help 
resources,  as  an  integral  part  of  the  management  of  their  condition. 

Increase  to  50  the  number  of  States  that  have  service  systems  for  children  with  or  at  risk  of 
chronic  and  disabling  conditions,  as  required  by  Public  Law  101-239. 


18.  HIV  Infection 

18.3/5.4/19.9        Reduce  the  proportion  of  adolescents  who  have  engages  in  sexual  intercourse  to  no  more  than 
15  percent  by  age  15  and  no  more  than  40  percent  by  age  17. 

18.4a/19.10a        Increase  to  at  least  60  percent  the  proportion  of  sexually  active,  unmarried  young  women  ages 
15-19  who  used  a  condom  (by  their  partners)  at  last  sexual  intercourse. 
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18.4b/19.10b        Increase  to  at  least  75  percent  the  proportion  of  sexually  active,  unmarried  young  men  ages 
15-19  who  used  a  condom  at  last  sexual  intercourse. 

18.9  Increase  to  at  least  75  percent  the  proportion  ot  primary  care  and  mental  health  care  providers 
who  provide  appropriate  counseling  on  the  prevention  of  HIV  and  other  sexually  transmitted 
diseases. 

18.10  Increase  to  at  least  95  percent  the  proportion  of  schools  that  provide  appropriate  HIV  and  other 
STD  education  curricula  for  students  in  grades  4-12,  preferably  as  part  of  comprehensive 
school  health  education,  based  upon  scientific  information  that  includes  the  way  HIV  and  other 
STDs  are  prevented  and  transmitted. 

18.15/5.5/19.16    Increase  to  at  least  40  percent  the  proportion  of  sexually  active  adolescents  ages  17  and 
younger  who  have  not  had  sexual  intercourse  for  the  previous  3  months. 

19.  Sexually  Transmitted  Diseases 

19.1b  Reduce  gonorrhea  to  an  incidence  of  no  more  than  .375  cases  per  100,000  adolescents  ages  15- 

19. 

19.1c  Reduce  gonorrhea  to  an  mcidence  of  no  more  than  175  cases  per  100,000  women  ages  15-44. 

19.2  Reduce  the  prevalence  of  Chlamydia  trachomatis  infections  among  young  women  (under  the 

age  of  25  years)  to  no  more  than  5  percent. 

19.6b  Reduce  the  incidence  of  pelvic  intlammalory  disease,  as  measured  by  a  reduction  in 

hospitalizations  for  pelvic  inflammatory  disease  to  no  more  than  1 10  per  100,000  women  ages 
15-19  and  a  reduction  in  the  number  of  initial  visits  to  physicians  for  pelvic  inflammatory 
disease  to  no  more  than  290. (MX). 

19.16/5.5/18.15     Increase  to  at  least  40  percent  the  proportion  of  sexually  active  adolescents  ages  17  and 
younger  who  have  not  had  sexual  intercourse  for  the  previous  3  months. 

21.  Clinical  Preventive  Services 

2 1 .2  Increase  the  proportion  of  people  who  have  received  selected  clinical  preventive  screening  and 
immunization  services  and  at  least  one  of  the  counseling  services  appropriate  for  their  age  and 
gender  as  recommended  by  the  U.S.  Preventive  Services  Task  Force. 

21.3  Increase  to  at  least  95  percent  the  proportion  of  people  who  have  a  specific  source  of  ongoing 
primary  care  for  coordination  of  their  preventive  and  episodic  health  care. 

21.4  Improve  financing  and  delivery  of  clinical  preventive  services  so  that  virtually  no  American 
has  a  financial  barrier  to  receiving,  at  a  minimum,  the  screening,  counseling,  and  immunization 
services  recommended  by  the  U.S.  Preventive  Services  Task  Force. 

21.5  Assure  that  at  least  90  percent  of  people  for  whom  primary  care  services  are  provided  directly 
by  publicly  funded  programs  are  offered,  at  a  minimum,  the  screening,  counseling,  and 
immunization  services  recommended  by  the  U.S.  Preventive  Services  Task  Force. 

21.6  Increase  to  at  least  50  percent  the  proportion  of  primary  care  providers  who  provide  their 
patients  with  the  screening,  counseling,  and  immunization  services  recommended  by  the  U.S. 
Preventive  Services  Task  Force. 

21.8  Increase  the  proportion  of  all  degrees  in  the  health  professions  and  allied  and  associated  health 

profession  fields  awarded  to  members  of  underrepresented  racial  and  ethnic  minority  groups. 
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22.  Surveillance  and  Data  Systems 

22.2a  Identify,  and  create  where  necessary,  State-level  data  for  at  least  two-thirds  of  the  objectives  in 

State  year  2000  plans. 

22.4/17.22  Develop  and  implement  a  national  process  to  identify  significant  gaps  in  the  Nation's  disease 

prevention  and  health  promotion  data,  including  data  for  racial  and  ethnic  minorities,  people 
with  low  incomes,  and  people  with  disabilities,  and  establish  mechanisms  to  meet  these  needs. 

22.5  Implement  in  all  States  periodic  analysis  and  publication  of  data  needed  to  measure  progress 

toward  objectives  for  at  least  10  of  the  priority  areas  of  the  national  health  objectives. 
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Indexes 


Geographical  Index:   MCHB  Project  Grantees  Listed  by 
Standard  Federal  Administrative  Regions 


Region  One 

(Connecticut,  Maine,  Massachusetts,  New  Hampshire,  Rhode  Island,  Vermont) 


Connecticut 


Healthy  Tomorrows  for  New  Haven 150 

Prenatal-to-Pediatric  Transition  Project 87 

School  Nurse  Emergency  Medical  Services  for  Children 51 

Maine 

Maine  State  Level  Partnerships  for  Mental  Health  in  Schools  30 

Massachusetts 

Adolescent  Health  Training  Program 268 

Boston  Healthy  Start  Initiative 130 

Changes  in  Supplemental  Security  Income  for  Children 247 

Children's  Safety  Network  National  Injury  and  Violence  Prevention  Resource  Center 176 

Development  of  an  Integrated  Transition  Program  in  Hemoglobinopathies  for  Adolescent  Patients 207 

Education  Development  Center.    Adolescent  Violence  Prevention  Resource  Center 178 

Expanding  School  Health  Staff  Development  in  Massachusetts 67 

Injury  Prevention  for  Pregnant  and  Parenting  Teens.  A  Home  Visiting  Model 92 

Massachusetts  Adolescent  Violence  Prevention  Project 179 

Model  School  Health  Surveillance  System 57 

Phenylketonuria  Community  Outreach  Resource  Programs  (PKU  CORPS) 195 

Transition  to  Adult  Living  Project 209 

Transitional  Living  Program  for  Pregnant  and  Postpartum  Women 113 

Violence  Prevention  Training  Program  for  School  Professionals 181 

Young  Families  Support  Program 1 14 


Region  Two 

(New  Jersey,  New  York,  Puerto  Rico,  Virgin  Islands) 

New  Jersey 

National  Pediatric  HIV  Resource  Center 233 

New  York 

Adolescent  Health  Care  Program  Development  and  Coordination  in  New  York  State 37 

Adolescents  with  Sickle  Cell  Disease.  The  Transition  from  Pediatric  to  Adult  Comprehensive  Care 212 

Breastfeeding  Promotion  Program , 95 

Healthy  Start/New  York  City 131 

Model  Comprehensive  Health  Care  Program  for  Adolescents  with  and  at  Risk  for  HIV  Infection 234 

New  York  State  School  Health  Institute 59 

Substance  Abuse  Prevention  Program  for  Pregnant  and  Postpartum  Adolescents 118 
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Region  Three 

(Delaware,  District  of  Columbia,  Maryland,  Pennsylvania,  Virginia,  West  Virginia) 

District  of  Columbia 

Child  and  Adolescent  Health  Policy  Center 13 

Comprehensive  School  Health  Programs  in  Grades  K-12 53 

District  of  Columbia  Healthy  Start  Project 127 

Effective  Communication  and  Cultural  Competence  in  Emergency  Care  of  the  Adolescent.  A 

Curriculum  for  Emergency  Medical  Service  Providers 263 

Ethnocultural  Perspectives  on  Adolescent  Disability  191 

Making  Dreams  Possible  for  Hispanic  Teens 89 

Maryland 

Baltimore  City  Healthy  Start 129 

Advancing  Mental  Health  Services  in  Schools 17 

Child  and  Adolescent  Health  Policy  Center 18 

Children's  Safety  Network  Economics  and  Insurance  Resource  Center 173 

Graduate  Education  in  Adolescent  Health  Care 266 

New  Horizons  in  School  Health 66 

Partnerships  in  Injury  Prevention  (PIP) 174 

Pennsylvania 

F-amily  Growth  Center  Pilot  Project 98 

Healthy  Start/Pittsburgh  and  Allegheny  County 133 

Home  Visiting  Program  for  Pregnant  and  Parenting  Teens 99 

Pennsylvania  Healthy  Schools,  Healthy  Communities  Staff  Development  Project 74 

Philadelphia  Healthy  Start 132 

Project  CHORD.  Children's  Health  OulReach  and  Delivery 154 

Safe  at  Home 160 

Virginia 

Adolescent  Health  Program 41 

Families — The  Vital  Link.  Models  of  Family/Professional  Leadership  for  Reformed  Systems  of  Health 

Care 107 

Options  for  Pre-Teens 162 

West  Virginia 

Adolescent  Health  Initiative 43 


Region  Four 

(Alabama,  Florida,  Georgia,  Kentucky,  Mississippi, 
North  Carolina,  South  Carolina,  Tennessee) 


Alabama 


Birmingham  Healthy  Start  Project 126 

Comprehensive  Health  Education  and  Treatment  Readiness  Program  for  Court-Involved  Youth 139 

Ensuring  Continuity  of  Care  to  Adolescents  in  Detention 140 

Pediatric/Adolescent  Nutrition  Training  Program 255 
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Georgia 

Grady  First  Steps  to  Healthy  Families 90 

Healthy  Start  Initiative 127 

HIV  Demonstration  Program  for  Children,  Adolescents,  and  Families 225 

Targeting  High-Risk  Female  Adolescents  for  Prevention  of  Substance  Use.  Before  Pregnancy,  During 
Pregnancy,  and  Postpartum 1 1 1 

Kentucky 

Kentucky  Integrated  Resources  in  Schools 28 

North  Carolina 

Linking  Education  and  Providers  (LEAP) 72 

Peer  Support  Group  for  Young  Adults  with  Sickle  Cell  Disease 200 

Region  IV  North  Hemophilia  Program 201 

South  Carolina 

Pee  Dee  Healthy  Start 134 

Program  to  Transition  Patients  with  Sickle  Cell  Disease  from  Pediatrics  to  the  Adult  Care  Setting 213 

Public-Academic  Partnership  for  School-Based  Health 40 

Second  Chance  Club.  A  Family-Centered  Intervention  for  Adolescent  Mothers 101 


Region  Five 

(Illinois,  Indiana,  Michigan,  Minnesota,  Ohio,  Wisconsin) 


Illinois 


Chicago  Area  Healthy  Start  Project 128 

Healthy  Youth  2000 15 

Program  Against  Violent  Events  (PAVE) 170 

School-Based  Oral  Health/Dental  Sealant  Resource  Center 54 

Sickle  Cell  Peer  Support  Group  of  Adolescents  and  Young  Adults 192 

Indiana 

Indiana  University  Adolescent  Health  Training  Program 264 

Northwest  Indiana  Healthy  Start 128 

Michigan 

Detroit  Healthy  Start  Initiative 130 

Michigan  Pediatric  HIV/AIDS  Demonstration  Project 228 

Pregnant  Adolescent  Substance  Abuse  Treatment  Program 1 16 

School  Health  Staff  Development.  Michigan  SBHC  Training  Project 69 

State  Systems  Development  Initiative 31 

Minnesota 

Adolescent  Health  Training  Program 270 

Adolescent  Nursing  Graduate  Training  Program 273 

Air  Care.  Improved  Asthma  Management  for  Young  Children  and  Adolescents 197 

Child,  Youth,  and  Family.  Building  on  Cultural  Strengths 159 

Establishment  of  an  Adolescent  Health  Care  Development  Focus  in  the  Minnesota  Maternal  and  Child 
Health  Program 33 
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Minnesota  State  and  Local  Partnership  for  Mental  Health  in  Schools 34 

National  Adolescent  Health  Resource  Center 20 

National  Center  for  Youth  with  Disabilities  21 

Project  Connect.  Connecting  Providers  with  Health  Care  Reform  Information  Benefiting  Youth  with 

Special  Health  Needs 198 

Project  Youth.  A  Statewide  System  of  Family-Centered  Transition  Planning  and  Care  for  Youth  with 

Disabilities 210 

School  Health  Interdisciplinary  Staff  Development  Minnesota  Project 70 

University  of  Minnesota  Youth  and  AIDS  Projects  (YAP) 231 

Ohio 

Capacity  Building  Through  Resource  Sharing 237 

Center  for  Continuing  Education  in  Adolescent  Health 23 
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Missouri 
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Adolescent  Health  in  a  Managed  Care  Environment 5 
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Innovative  Approaches  to  Educating  Clients  and  Providers  for  Effective  Life  Long  Care  of  Metabolic 

Disorders 215 
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Adolescent  Health  Initiative  (WV) 43 

Adolescent  Health  Program  (VA) 41 

Adolescent  Health  Training  Program  (CA) 257 
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Changes  in  Supplemental  Security  Income  for  Children  (MA) 247 
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Effective  Communication  and  Cultural  Competence  in  Emergency  Care  of  the  Adolescent.  A  Curriculum 

for  Emergency  Medical  Service  Providers  (DC) 263 

Ensuring  Continuity  of  Care  to  Adolescents  in  Detention  (AL) 140 

Establishment  of  an  Adolescent  Health  Care  Development  Focus  in  the  Minnesota  Maternal  and  Child 
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Lifespan  Comprehensive  Services  with  Home  Visiting  (TX) 105 
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Perinatal  Care  and  Substance  Abuse  Prevention  Project  (SD) 122 
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Project  CONNECT  (CO) 64 

Project  Connect.  Connecting  Providers  with  Health  Care  Reform  Information  Benefiting  Youth  with 

Special  Health  Needs 198 

Project  Youth.  A  Statewide  System  of  Family-Centered  Transition  Planning  and  Care  for  Youth  with 

Disabilities  (MN) 210 

Public-Academic  Partnership  for  School-Based  Health  (SC) 40 
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School  Nurse  Emergency  Medical  Services  for  Children  (CT) 51 
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102, 105 
Conferences  159,  171 
Continuing  Education  23,  54,  59,  64,  144,  159,  181, 
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Databases  12,20,54,  178,  197 
Decision  Making  Skills  118,  162,  248 
Developmental  Disabilities  275 
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